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KOLANTYL 


relieves spasm pain. ..the superior antacid with anti- 
spasmodic* action...no atropine or belladonna-like side effects." 
controls acid ... the preferred antacid... neutralizes 
hyperacidity promptly? promotes healing. ..the protec- 
tive antacid... provides a soothing coating that covers the ulcer- 
ated area. halts erosion. ..the preventive antacid... anti- 
enzyme action curbs necrotic effects of pepsin and lysozyme.‘ 
dosage: Adults: 2to4 teaspoonfuls Gel or 1 to2 Tablets (should 
be chewed), every three hours as needed. Chiidren: 1 or 2 tea- 


spoonfuls Gel t.i.d. *Bentyl—Merrell’s quick-acting and safe antispasmodic. 
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The low incidence of side action with 
Rolicton (brand of amisometradine) per- 
mits high dosage, extending the range of 
effective diuresis to a greater number of 
patients than was previously possible. 

Laboratory studies demonstrate that 
Searle’s new oral diuretic, Rolicton, 
causes positive diuresis with an essen- 
tially balanced excretion of water, sodium 
and chlorides. 

Settel' studied the effect of Rolicton 
in forty-seven patients and found no 
serious side effects. Assali, who observed 
the action of Rolicton in five patients 
with severe toxemia of pregnancy, states” 
that side actions are essentially non- 
existent. Side actions of such low inci- 
dence, together with its diuretic efficacy, 
suggest a high order of usefulness for 
Rolicton. 

One tablet of Rolicton, b.i.d.,is usually 
adequate to maintain patients free of 
edema after the first day’s dosage of four 
tablets. Some patients respond well to 
one tablet daily. G. D. Searle & Co., 
Chicago 80, Illinois. Research in the 
Service of Medicine. 


1. Settel, E.: Rolicton® (Aminoisometradine),a 
New, Nonmercurial Diuretic, Postgrad. Med. 
21:186 (Feb.) 1957. 

2. Assali, N. S.: Personal communication, May 


28, 1956. 


NO KNOWN CONTRAINDICATIONS 


permits high dosage, 
more effective diuresis in more patients 


i 
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The American Academy of General Practice is a national 
association of physicians engaged in the general practice of 
medicine and surgery. It is dedicated to the belief that gen- 
eral practice is the keystone of American medicine, and to 
the conviction that continuing study is the basis of sound 
general practice. It is the role of GP, official publication of 
the Academy, to provide constantly the best postgraduate 
literature in all phases of general practice in its scientific 
section. In other regular departments it carries articles and 
official reports pertinent to the work of the Academy's fifteen 
standing committees. 


GP is published monthly by the American Academy of 
General Practice. Materials for publication should be ad- 
dressed to the Editorial and Business Offices: Volker Boule- 
vard at Brookside, Kansas City 12, Missouri. Publication Of- 
fice (printer): 350 East 22nd Street, Chicago 14, Illinois » One 
dollar a copy. By subscription: $5.00 a year to members of 
the American Academy of General Practice, $10.00 a year 
to others in U.S.A. $12.00 in Canada; $14.00 in other foreign 
countries. Entered as second-class matter at the post office 
at Kansas City 8, Missouri. Additional entry at Chicago, 
Illinois + Printed in U.S.A. by R. R. Donnelley & Sons Company 
at Tho lakeside Press, Chicago. Copyright 1958 by the 
American Academy of General Practice, 
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SCIENTIFIC ARTICLES 


Regional Enteritis . 
L. Kraeer Ferguson, M.D. and Bernard wast M.D. 


This paper describes the clinical features that characterized 46 patients 
with regional enteritis who came to surgery. Even in patients having 
resection with primary anastomosis, recurrence rate has been 55 per cent. 


Erythropoietin . 
John C. Rose, M.D. 
Associate Editor, GP 


The Treatment of Lymphedema of the Arms and Legs . 
William T. Foley, M.D. 
This essay provides a useful classification of lymphedema and a discus- 
sion of diagnosis. Several effective medical therapeutic measures are 
available. Dr. Foley describes their use and the results obtained, as 
exemplified in interesting illustrative cases. 


Individual Intravenous Therapy for Surgical Patients. . 
Henry Swan, M.D. 
This is a brief, clear description of a practical method for the use of 
‘tailor-made’? intravenous fluids in surgical patients. 


Diabetic Acidosis as a of with 
Tolbutamide . . . . 
William W. Engstrom, and Norman H. 
Engbring, M.D. 

One of the arylsulfonylureas, tolbutamide, has recently been marketed 
for the treatment of diabetes. This agent, though nontoxic, does not 
forestall the development of diabetic acidosis. 


The Medicated Nose 
Noah D. Fabricant, M.D. 
Here is an analysis of the nasal environment and conditions affecting it, 


with description of various types of nasal medication. The author 
stresses individual nasal response to various drugs and urges rational 
intranasal therapy. 


The Transmission of Sound by the Femur . 
Leonard F. Peltier, M.D. 


The author describes a valuable diagnostic sign for fractures and dis- 
locations of the femur—a sign that can be easily elicited under emergency 
conditions. 


Extracardiac Disorders in Heart Failure. . . 
Roland F. Wear, Jr., M.D. 


The treatment of heart failure is sometimes nullified by various extra- 
cardiac disorders. Detection and removal of these complicating factors 
is the theme of this essay. 
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these and other timely and informative ar- 
ticles scheduled to appear in coming issues. 


Whe Has Syphilis? Burrato Generat Hosprrar— 
Universtry of Burrato Conrerence, edited by 
Grorce E. Muuer, The participants in this 


well-paced conference are agreed that the positive | 


or equivocal serologic test for syphilis must be inter- 
preted in the light of the whole clinizal picture. 


Veratrum Therapy of Hypertension. Franx A. Fry. 


NERTY, Jr., M.D. and Joacum H. Bocunozz, 
M.D. Preoccupation with ganglionic-blocking agents 
has made some physicians lose sight of the value of 
Veratrum alkaloids in the treatment of hyperten- 
sion, This essay helps to restore perspective. 


M., J. Schurrrin, PH.D. and Max S. Sapove, | 


The synthetic “opioids” differ widely in their 
pharmacologic properties. This essay is a practical 
guide to the selection of the most appropriate drug 
for any specific clinical pain problem. 

The Pediatric Physical Examination. I. Rosert Woon, 
M.D. Dr. Wood reminds us of some practical aids 
that make the physical examination a more 
pleasant experience for both the physician and the 
little patient. 

The Management of Iron Deficiency Anemia. ELMER 
B. Brown, Jr., m.v. Dr. Brown stresses the ease 
with which iron deficiency anemia can usually be 
diagnosed and the importance of searching for a 
demonstrable etiology—especially blood loss. Iron 
absorption, transport and utilization is outlined to 
aid in the approach to this anemia. 


Surgical Relief of intractable Pain. Davin CLEVELAND, 
M.D. and Rosert Sremer, M.D. There are a few 
patients with intractable pain that cannot be re- 
lieved by surgical means. This paper reviews the 
surgical procedures of choice according to etiology 

. and distribution of pain, 


_ Third Degree Lacerations in Obstetrics: Cause and Effect. 


Joun W. Battew, and Rosert L. 
M.D. The authors have analyzed the incidence, 
chiology and end. results of obstetric lacerations 
that involved the anal sphincter. Factors of great 
tmportance include the type of episiotomy and the 
use or misuse of “low” forceps. 
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plus analgesi« 


ig 0 mbines FLEXxIN® Zoxazolamine,‘ clinically established skeletal muscle relaxant,’ an! 


YLENOL® Acetaminophen, a superior analgesie for painful musculoskeletal! disorder: 


EXILON provides well-tolerated and effective 

ief of painful muscle spasm associated with low 
back syndrome, sprains, strains, fibrositis, and 
‘many common rheumatic conditions. 


pplied: Tablets, enteric voated, orange, bottles of 50. 
ach tablet contains: FPLextn Zoxazolamine 125 mg.; and 
WLENOL Acetaminophen 300 mg. 


‘ferences: (1) Smith, R. T; Kron, K. M.; Peak, W. PB, and Hermann, 

J.A.M.A. 1607745 (Mar, 3) 10966. (2) Settel, Am. Pract. & Digest 

vent, §:443 (March) 1957. (9) Batterman, R. C., and Grossman, A. J.: 
ation Proe. 74:816 (March) 1966. 
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MEMO FROM THE PUBLISHER 


PUBLISHERS HAVE PROBLEMS. Three months ago, the staff started 
working on this January issue. The production department 
dragged out its tireless crystal ball, made wizardly mathematic 
computations and concluded that the issue would include 128 
pages of advertising. Such shenanigans are important in schedul- 
ing scientific articles, special features and news. The system 
seldom fails. 

But our advertisers fooled us. They insisted that we publish 


-a record-breaking January issue with 169 advertising pages. 


Chaos reigned. March issue articles were rushed into produc- 
tion. Schedules were juggled, deadlines ignored. If nothing’s 
upside down, we’re happy. . 

For no good reason, we’re reminded of the endless painstak- 
ing hours each article normally requires. Months before a 
scientific feature is published, the medical editor assigns it to 
an author. When the manuscript arrives, a routing slip is 
attached and the article is forwarded to his office in Washington, 
D. C. Dr. Hussey and his staff read it, make necessary correc- 
tions and return it, often outlining art requirements. 

The article is then read again and the manuscript is mailed 
to our printer in Chicago. Type is set and read by trained proof- 
readers. In a few days, galley proofs come back. One set goes to 
the author and another set is again read by staff proofreading 
teams. All changes are made on one set of authorized proofs and 
these are returned to the printer with dummied pages. After the 
type is made up into pages, these are returned and again care- 
fully checked. This procedure means that each article is read at 
least six or seven times. GP makes occasional mistakes but man- 
ages to preserve a commendable record. In recent years, we’ve 
won awards for the best single article, the best series of articles, 
the best single issue and outstanding graphic arts presenta- 
tions. While patting ourselves on the back, we should also point 
out that the ten editorial staff members have other Academy 
responsibilities. Although GP is twice as large as it was five 
years ago, only three editorial assistants have been added to the 
staff. 

Much of the credit must, of course, go to Medical Editor 
Hugh H. Hussey and his associates in Washington. These 
gentlemen have full-time professional duties and still manage to 
serve ably and with distinction. A kudo must also go to Biagio 
Melloni, GP’s talented medical art consultant. 

There. Enough back patting. But it happens that we’re proud 
of GP and every so often we like readers to know that the staff 
works hard to make sure that we publish 12 issues a year that 
will be of real interest and value to our readers. As always, we 
look forward to comments and suggestions. —M.F.C, 
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AZOTREX is the only 
urinary anti-infective 
agent combining: 


(1) the broad-spectrum 
antibiotic efficiency of 
TETREX—the original 
tetracycline phosphate 
complex which pro- 
vides faster and higher 
blood levels; 


(2) the chemothera- 
peutic effectiveness of 
sulfamethizole—out- 
standing for solubility, 
absorption and safety; 


(3) the pain-relieving 

action of phenylazo- 
diamino- pyridine HCI 
—long recognized as a 
urinary analgesic. 
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SECRETARY'S NEWSLETTER 


JANUARY, 1958 


Significant Events 


Snow Blankets AMA 
Philadelphia Meeting 


Seeking To Establish 
Drug Products Code 


p> A six-inch snow hurt attendance and provided the only 
stormy discussion subject during an unusually pacific AMA 
clinical session in Philadelphia last month. When the cold 
front moved on, registration totals showed only 2,637 
physicians had attended. 

The top news item was the naming of Academy Member Cecil 
W. Clark, Cameron, La., the 1957 General Practitioner of 
the year. At 33, the affable Dr. Clark (see page 35) joins 
a distinguished group of elders (average age, 72). During 
the four-day session, the AMA also... 

Blasted the controversial Forand compulsory health insur— 
ance bill. AMA President David B. Allman called for "more 
freedom..in America and in the medical profession."... 

Pointed out that the United Mine Workers' Welfare and 
Retirement Fund has "arbitrarily abrogated the right of... 
beneficiaries to a free choice of physicians and hospitals." 
Delegates added that the fund's "current attitude and 
method of operation" has tended "to lower the quality and 
availability of medical and hospital care..." 

Endorsed the fluoridation of public water supplies. A 
tiny vociferous minority contended that 1 p.p.m. of fluorine 
constitutes "compulsory medication for...a noncommunicable 
disease."... 

Reminded state and local societies that the contract prac— 
tice of medicine is unethical if the patient can choose his 
own physician and is not allowed to do so... 


p After considering three immunization resolutions, dele— 
gates adopted a substitute calling attention to "certain in-— 
adequacies and confusions in the distribution of vaccines." 
Delegates then directed the AMA Board of Trustees to seek 
conferences through existing committees "with a view to 
establishing a code of practices regulating the future dis- 
tribution of important therapeutic products, so that the 
best interest of all the people may be served." Delegates 
also... 

Affirmed that it is within the limits of ethical propriety 
for physicians to establish partnerships, associations or 
other lawful groups as long as ownership and management 
remains in the hands of licensed physicians... 

Endorsed a suggestion calling for a 1958 AMA conference 
on veterans' medical care... 

Asked the Board of Trustees to consider having a qualified 
private agency thoroughly study the social security system. 
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Delegates Approve 
Top Echelon Shifts 


Medicare Conference 
Spotlights Indemnity 


Symphony Highlights 
Dallas Social Events 


p> After studying the Heller report on the AMA organizational 
structure, delegates voted to create, combine, and discon- 
tinue top management positions. The general manager becomes 
the executive vice-president, the secretary and treasurer 
become the secretary-treasurer, and the assistant secretary 
becomes the assistant executive vice-president. The vice 
president, the speaker, and the vice speaker are now permit- 
ted to attend executive sessions of the Board of Trustees 
with the privilege of discussion but no right to vote. 

Delegates also instructed the speaker to appoint a six- 
man committee to (1) Redefine the central concept of AMA 
programs and objectives; (2) Consider placing greater empha- 
sis on scientific activities; (3) Take the lead in creat— 
ing more cohesion among national medical societies, and (4) 
study socio-economic problems. 


>» The medical profession remains mildly unenthusiastic about 
the government's controversial Medicare program. At a spe- 
cial conference sponsored by the AMA task force on depend- 
ent medical care, registrants hammered home their preference 
for an indemnity plan. Said Medical Corps Colonel Earl C. 
Lowry: "Indemnity plans have been discussed and have 
presently been abandoned." Present indications are that 
several states will apply for an indemnity schedule when 
contracts are renegotiated. 

Two key issues dominated the three-hour conference. Top 
government officials contend that an indemnity insurance 
plan is unworkable because the government won't launch a 
program without knowing, in advance, what it's going to 
cost. The AMA's William J. Kennard, assistant director of 
the Washington office, countered by stating it was not 
the intent of Congress to exclude an indemnity plan. 

Several conference participants pointed out that in cer- 
tain areas, the fee schedule has actually raised medical 
care costs, the amount allowed being higher than the pre- 
vailing local rate. Lowry said that physicians should 
regard the schedule as establishing "maximum," not "fixed" 
fees. 

Barrett A. Nelson, representing Kansas, pointed out that 
there should perhaps be a higher fee schedule for spe— 
cialists. Lowry replied that this had not been requested 
by a single state. 


> Colorful social events have been planned during the 
Academy's Tenth Annual Assembly, March 24-27, in Dallas. 
The top attraction will be a Tuesday evening Dallas Sym- 
phony performance, presented through the courtesy of the 
Texas Academy of General Practice and Merck Sharp & Dohme. 
Other social functions include the delegates' dinner, 
also Tuesday night, and the President's reception Wednesday 
evening. The ladies' entertainment program features a 
Neiman-Marcus fashion show and several other functions. 
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Remember the all-important 


“other half” 


of constipation... ( 


relieves and rehabilitates 


IDEAL ACTION 


De-constipant, yes — MODANE acts surely, gently, overnight, 
without irritation or griping, without affecting motor activity 

of the small bowel. And more ... MODANE favors restoration of 
peristaltic efficiency by assuring an adequate supply of panto- 
thenic acid to form the coenzyme essential to normal physiologic 
production of acetylcholine. 


IDEAL FORMS 


... to exactly suit the need, the patient, and condition. Each 
Modane Tablet Regular contains 75 mg. Danthron, 25mg. Calcium 
Pantothenate. Each Modane Tablet Mild and each teaspoonful 


Modane Liquid contain 37.5 mg. Danthron, 12.5 mg. Calcium 
Pantothenate. 


Dosage . . . One tablet, one teaspoonful, or a fractional 
teaspoonful after the evening meal. 


THE WARREN-TEED PRODUCTS COMPANY 
COLUMBUS 8, OHIO 
Dallas Chattanooga los Angeles Portland 
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Whether it is a frequent or an occasional feeding, Similac makes an 
excellent “relief” bottle for the breast-fed infant. Because a new as the 
baby, particularly a first baby, changes the family’s habit patterns, 
it is important that the mother not always feel “chained down.” An "relief 29 


occasional evening out is a necessary and valuable respite for her 
health and morale. Otherwise, the mother’s tensions may increase. 


Assurance for the breast-feeding mother 
When she is reassured that Similac is closely equivalent to her own 
milk, and that breast feedings can be compatibly replaced with 
Similac feedings, the mother will feel secure in using Similac for a 
relief bottle. 

"on 
A compatible supplement 
Similac prevides physiologic levels of essential fatty acids, protein of the Physicians’ Council for 
and carbohydrate in the same balanced proportions as in breast milk. a 
All known essential vitamins also are included. 


bottle 


ROSS LABORATORIES « 


Compatible infant feeding—breast feeding and Similac® 
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therapy for 
barbiturate 
overdosage: 


PARENTERAL 


The principal phenomenon of barbiturate 
poisoning is profound and prolonged coma, 
evidenced by marked fall of blood pressure, 
depression and eventual paralysis of respira- 
tion. For effective and safe analeptic action, 
consider new parenteral RITALIN. This 
eminently safe yet potent stimulant of the 
central nervous system rapidly counters bar- 
biturate intoxication without adverse effect 
on blood pressure or respiration. 


According to one clinical investigator,* 
“.., this drug will be definitely useful in in- 
stances of barbiturate overdosage.” 

Supptiep: Multiple-dose Vials, 10 ml., each vial 
containing 100 mg. Ritalin hydrochloride in 


lyophilized form, accompanied by a 10-ml. vial 
of sterile solvent. 


*Rumble, L., Jr.: Personal communication. 


RITALIN® hydrochloride (methyl- 
henidate hydrochloride C1BA) 


SUMMIT, N. J. 
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General Surgery: Arthur W. Allen, m.p., Boston, Mass.; H. Glenn 
Bell, M.p., San Francisco, Calif.; Frederick A. Coller, M.p., 
Ann Arbor, Mich.; L. Kraeer Ferguson, m.p., Philadelphia, 
Pa.; Philip Thorek, m.p., Chicago, Ill. 


Hematology: Robert J. Gilston, m.p., Amsterdam, N.Y.; William 
J. Harrington, m.p., St. Louis, Mo. 


Industrial Medicine: Earl F. Lutz, m.p., Detroit, Mich. 


laboratory Medicine and Pathology: Douglas Sprunt, M.p., Mem- 
phis, Tenn. 


Military Medicine and Civil Defense: General William R. Lovelace, 
u.p., Albuquerque, N.M. 


Neoplastic Diseases: Leland R. Cowan, M.p., Salt Lake City, Utah 


Neurology and Neurologic Surgery: Howard C. Naflfziger, M.p., San 
Francisco, Calif.; James L. O’Leary, m.p., St. Louis, Mo. 


Obstetrics and Gynecology: Allan C. Barnes, m.p., Cleveland, 
Ohio; Robert J. Crossen, M.p., St. Louis, Mo.; Ernest W. 
Page, M.D., Berkeley, Calif.; John L. Parks, m.p., Washington, 
D.C. 


Ophthalmology: Francis H. Adler, m.p., Philadelphia, Pa.; Law- 
rence T. Post, m.p., St. Louis, Mo. 


Oral and Plastic Surgery: Paul W. Greeley, m.p., Chicago, IIl.; 
V. H. D. Kazanjian, M.p., Boston, Mass. 


Orthopedic Surgery: Edward L. Compere, m.p., Chicago, IIL; 
William Green, m.p., Boston, Mass. 


Otolaryngology: Dean M. Lierle, M.p., Iowa City, Ia. 


Pediatrics: Harry Bakwin, M.p., New York, N.Y.; Frederic G. 
Burke, M.p., Washington, D.C.; James Hughes, m.p., Mem- 
phis, Tenn. ; Irvine McQuarrie, M.p., Oakland, Calif. 


Physical Medicine and Rehabilitation: Howard A. Rusk, m.p., New 
York, N.Y. 


Preventive Medicine, Public Health and Statistics: Odin Anderson, 
pu.D., New York, N.Y.; Leonard Scheele, m.p., Washington, 
D.C, 


Psychiatry: O. Spurgeon English, m.p., Philadelphia, Pa.; R. -A. 
Matthews, m.D., Harrisburg, Pa.; Ian Stevenson, M.D., Char- 
lottesville, Va.; Stewart Wolf, m.p., Oklahoma City, Okla. 

Radiology: Ross Golden, m.p., Los Angeles, Calif.; E. P. Pender- 
grass, M.D., Philadelphia, Pa.; Leo G. Rigler, m.p., Los 
Angeles, Calif. 


Rheumatic Disorders and Arthritis: W. Paul Holbrook, m.p., Tuc- 
son, Ariz. 


Tropical Medicine: William A. Sodeman, m.p., Philadelphia, Pa. 


Urology: J. A. Campbell Colston, m.p., Baltimore, Md.; Robert 
Lich, Louisville, Ky. 
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min A for rapid aid in reducing scaling, 
roughness and dryness. Pantothenylo! pro- 
vides prompt, effective relief from itching; 
scothes and promotes healing. 


@ach ounce of Aquasol A Cream provides: 
Vitamin A. . . . . 200,000 U.S.P. Units 
Pantothenylol (analog of pantothenic acid) . 2% 

in a water-miscible, highly absorptive base. 


White, pieasantly scented, highly aesthetic. In 
1 oz. tubes. 


u. s. vitamin corporation 
(Arlington-Funk Laboratories, division) 
250 East 43rd Street, New York 17, N. Y. 


- 
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in a special highly ab- 
Saturates hyperkeratotic lesions with vita- 


Studies with orally administered 
Cobalt®-labeled Vitamin Bi2 show 
that Intrinsic Factor Concentrates now 
in common use actually decrease B12 
absorption. 


NEW Autrinic augments intestinal ab- 
sorption of Vitamin B:2 in all patients, 
resulting in serum Bi2 levels higher 
than those obtained with conventional 
Intrinsic Factor Concentrates. 


B:2 Serum tevels in py.g./mi 


Controt 

Average intrinsic Factor Concentrate 
Vitamin B:: Alone 

AUTRINIC 


4-5 6-7 
Months of )reatment 


trom: Tauber, Goodhart, R.S.; Hsu, Blumberg, 
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NOW IN ANTI-ANEMIA THERAPY... HIGHER SERUM 
7 B,, LEVELS FOR A BETTER PATTERN OF RESPONSE 
‘BETTER GASTRO INTESTINAL RESPONSE 
BETTER NEUROLOGIC RESPONSE 
BETTER HEMATOLOGIC RESPONSE 


Each Capsule of FALVIN contains: AUTRINIC Intrinsic Factor Concentrate with Biz................. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER. NEW YORK 
*Reg. U.S. Pot. Off. 


3 
4 
Oral Unit 
1 me. 
300 mg. 
75 meg. 
‘ 


MARIN” INTRAVENOUS has been ust — 
bleeding, postoperative hemorrhage, and to help min 
‘surgery. 
Only one injection of INTRAVENOUS was requir rapid 
hemostasis in practically all cases of hemorrhage tonsillectomy or, 

‘adenoidectomy.'” 
***Some 400,000 injections of “PREMARIN” INTRAVENOUS haye been made to. 
late without a single report of toxicity or production of thrombi. 


N@ INTRAVENOUS (conjugated estrogens, equine) is supplied in packages contain- . 
ing bree tthe. 20 mg., and one 5 ce, vial Sterile diluent with 0.5% phenol U.S.P. 


{the physiologic hemostat 


Menger, C.: J.A.M.A.159:546 (Oct. 8) 1955. 
Published and unpublished case reports. 


York.'N.Y.* Montreal, Canada 


William W. Engstrom, M.D., associate professor of medicine at Marquette 
University School of Medicine, Milwaukee, Wis., collaborated with Drs. Mona 
M. Ruwaldt and Norman H. Engbring on “Diabetic Acidosis as a Complication of 
Therapy with Tolbutamide.” Dr. Engstrom, a graduate of the University of Min- 
nesota Medical School, took an internship at Johns Hopkins Hospital and was a 
fellow and first assistant in medicine at the Mayo Foundation. Before joining the 
Marquette faculty, he was assistant professor of medicine at Yale University 
School of Medicine. Dr. Engstrom is currently metabolism section director at the 
Milwaukee County Hospital. Page 96 


L. Kraeer Ferguson, M.D., an Editorial Advisory Board member, is professor 
of surgery at both the University of Pennsylvania Graduate School of Medicine 
and Woman’s Medical College of Pennsylvania. Dr. Ferguson, a Pennsylvania 
graduate, has had a long career with the university. After an internship at the 
university hospital, he took a fellowship there and later was assistant surgeon. In 
the medical school he served as an instructor, associate and assistant professor in 
surgery prior to a three-year tour of duty in the Navy. On returning Dr. Ferguson 
was clinical professor of surgery before advancing to his present post. His co- 
author of “Regional Enteritis” is Bernard Sigel, M.D. Page 74 


William T. Foley, M.D. is the author of “The Treatment of Lymphedema of 
the Arms and Legs.” The author of 35 scientific articles, Dr. Foley is chief of the 
vascular clinic, New York Hospital and assistant professor of clinical medicine at 
Cornell University Medical College, his alma mater. Consultant to the AMA 
Council on Pharmacy and Chemistry, he is a senior member of the American 
Society for Clinical Investigation and a diplomate of the American Board of 
Internal Medicine. During World War II, Dr. Foley served in the Navy and had 
seven years’ continuous service in the Orient, including four years in a Japanese 
prison camp. Page 83 


Henry Swan, M.D. has 95 publications to his credit. He adds still another to 
his list with “Individual Intravenous Therapy for Surgical Patients,” coauthored 
with Drs. Henry C. Cleveland and Allan B. Kortz. Dr. Swan, professor and head 
of the department of surgery at the University of Colorado School of Medicine, 
Denver, is a member of the International Society of Angiology, the International 
Society of Surgery, the American Association for Thoracic Surgery, the American 
Federation for Clinical Research and both the American Academy of Pediatrics 
and the Sociedad Mexicana de Pediatria. He is secretary of the Society of Vascular 
Surgery and treasurer of the Society of Clinical Surgery. Page 93 


Roland F. Wear, Jr., M.D., a faculty member of the University of Pennsylvania 
School of Medicine, Philadelphia, is the author of this month’s ‘Practical Thera- 
peutics” article. A 1949 Pennsylvania graduate who served a one-year rotating 
internship, Dr. Wear took a medical residency at the Hospital of the University 
of Pennsylvania prior to practicing general medicine two years in the Far East 
for the Department of Defense. On his return, he took an additional two-year 
residency at the university hospital. Since 1955 Dr. Wear has been teaching 
clinical medicine and practicing internal medicine. His article is ‘Extracardiac 
Disorders in Heart Failure.” Page 110 
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HYPERTENSIVE...yet controlled 


with safer combination therapy 


“objective relief... gratifying” 


Rauvera—the combination of alseroxylon 
and alkavervir—is much more effective 
than either drug alone. This combination 
produces “no postural hypotension, no 
organ toxicity, and no sensitization 
reactions. Tolerance does not develop on 
prolonged administration... hypotensive 
action is steady and prolonged and 
persists over the entire twenty-four 
hours.’” Rauvera therapy can be 
continued over long periods of time. 


“subjective relief...even more 
Alseroxylon and alkavervir ‘“‘when 
combined produce mutual reinforcement 
so that... more severe cases respond,” yet 
**side effects are minimal.’’? Most 
patients feel better, are less tired and are 
free from headaches.® Anxiety and 
tension are relieved...pulse rate 
slowed...such symptoms as “heart 
consciousness,”’ tinnitus, vertigo, 
giddiness and insomnia disappear rapidly 
—leaving a calm and relaxed patient. 


RAUVERA’ 


Each scored tablet of Rauvera contains 1 mg. purified Rauwolfia serpentina 
alkaloids (alseroxylon) and 3 mg. alkavervir, biologically standardized. 


1, Bendig, A.: New York State J. M. 66:2523, 1956. 2. La Barbera, J. F.: Med. Rec. and Ann. 50:242, 1956. 3. Gilchrist, A. R.: Brit. M. J. No. II:1011, 1956. 
SMITH-DORSEY : a division of The Wander Company : Lincoln, Nebraska 
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8-12 HOUR CONTROL 
WITH A SINGLE DOSE 


5 mg. Dihyd 
resin 


One tablet or teaspoon 
Rx only. Class 


STRASENBURGH 


inators of ‘Strasionic 


(sustained ionic) Release 


A‘Strasionic’ Release Product + Dihydr 
field of usefulness in ages rang- MOUD CONTAMG 
(1) Chan; T. and Hays, E. The Stock bottle of 16 07, 
Americas 12) Townsend, SUGGESTED DOSE. 
Press; (4) Cass, Leo J. and -F; 
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Specific Agent 
PLusS Specific Adjuvant 


Typically, your hypertensive patient has two sets of symptoms—hypertensive and 


emotional. Each may intensify the other. For fota/ management, the use of P 
ANSOLYSEN and EQuanit controls both sets of symptoms.'? D 
ANSOLYSEN reduces the elevated pressure and induces corresponding remission C 
in the hypertensive symptoms and signs. EQUANIL alleviates the complicating h 
stress symptoms, relieves the anxiety, tension, nervousness, insomnia. Together, : 
the two agents provide you with a means for comprehensive management of : 

Ul 
your hypertensive patient. b 

1. Dunsmore, R.A., and others: Am. J. M. Sc. 233:280 (March) 1957. et 


2. Fulton, L.A., and others: Am. Pract. & Digest Treat. 8:1376 (Sept.) 1957. 
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Point of Frustration 
Dears Sirs: 


On two occasions, I have had to look up references in 
GP, and each time have been frustrated by the lack of bib- 
liography. I am very much in sympathy with the general 
practitioner trying to raise his status, but I certainly don’t 
think that putting out a second-rate type of journal is cal- 
culated to do this. I am, however, curious as to whether 
there is some rationale for not including a standard list of 
bibliographic references with every article, since the re- 
mainder of the journal has a format, color, style, content, 
etc., that I admire. 

Can you tell me why this is the only medical journal 
out of the six hundred or so that clutter up our shelves 
which does not contain a bibliography? 

Murray C. ZIMMERMAN, M.D. 


Whittier, Calif. 
Dear Sirs: 


In the discharge of our services your publication is used 
with a great frequency. Fifty per cent of its effectiveness is 
lost through your failure to include the authoritative 
bibliographic citations supporting the scientific statements 
made in the articles. 

It is of little or no value to the users of the library when 
it becomes necessary to request these bibliographies and 
wait several days for them. You may have good and valid 
reason at your end for this policy but we find it both frus- 
trating and somewhat unscientific. 


Joun M. Connor 
Librarian 

Library of Los Angeles County Medical Association 
Los Angeles, Calif. 
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LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


The policy of not publishing lists of references in GP goes 
back to the time the magazine was started. One purpose is to 
save space, the thought being that the printing of a bibliography 
has interest for comparatively few readers, and they can secure 
the list of references by applying for it to GP. However, the 
views of Dr. Zimmerman and Mr. Connor stimulated a lot 
of careful discussion, so much so that, starting with last 
month’s issue, an order form for bibliographies will hence- 
forth be carried regularly in GP for the convenience of readers 
wanting them.—PvUBLISHER 


Lauds Group Practice 


Dear Sirs: 

A letter to the editor in the November issue of GP from 
Dr. James I. Knott expresses the opinion that the future 
of general practice lies in group association with other 
family physicians. I agree wholeheartedly with this opinion. 

Group practice of one type or the other is rapidly in- 
creasing. An article written by the editors of Medical Eco- 
nomics in August, 1956 stated that over 75 per cent of the 
practitioners in the United States today are in solo practice 
and predicted that 10 or 15 years from now these propor- 
tions may be nearly reversed. They have stated, and I 
quote, “for perhaps the clearest trend in American medi- 
cine is the relative decline of the solo practitioner.” 

I have been in general practice in a rural area ten years. 
The first five of these years, the work increased and de- 
mands on my time became almost unbearable. Rather than 
give up, leave the area, “specialize” or take up some less 
onerous duty, I attempted to solve the problem by getting 
an associate to join me. For the man beginning in practice 
this situation offered a guaranteed income with no invest- 
ment, a helping hand and assurance of ample free time 
for himself. After three years this first associate decided to 
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“All of us were going through 
Marian’s ‘change of life.” 


Menopause for Marian was more than just “change of life,” 
for it was accompanied by a sudden and radical change in 
behavior. Gloomy and morose, she retreated from friends... 
her crying spells and panicky states increased alarmingly 

... and no amount of reassurance seemed to help. 


But yesterday, after so many 
months apart from society, 
Marian came back to the 
bridge club—-a new woman. 
Pacatal, 25 mg. 

t.i.d., brought her 

out of her 

menopausal 

depression. 


For patients on the brink of psychoses, Pacatal provides more than 
tranquilization. Pacatal has a “normalizing” action; i.e., patients think and 

respond emotionally in a more normal manner. To the self-absorbed patient, Pacatal 
restores the warmth of human fellowship . . . brings order and clarity to muddled 
thoughts . . . helps querulous older people return to the circle of family and friends. 


Pacatal in contrast to earlier phenothiazine compounds, and other tranquilizers, does not “flatten” 
the patient. Rather, he remains alert and more responsive to your counselling. But, like all 
phenothiazines, Pacatal should not be used for the minor worries of everyday life. 


Pacatal has shown fewer side effects than the earlier drugs; its major benefits far outweigh 
occasional transitory reactions. Complete dosage instructions (available on request) should be consulted. 


Supplied: 25 and 50 mg. tablets in bottles of 100 and 500. 
Also available in 2 ec. ampules (25 mg./cc.) for parenteral use. 


back from the brink with | aca fal , 


Brand of mepazine 


WARNER-CHILC OTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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go on his own in a nearby community but I was fortunate 
in securing a second associate and recently a third. We 
now function as a well-knit team with complete coverage 
for our general practice 24 hours a day, seven days a week, 
with no strain on any one of us. We have ample vacation 
time, specified time for postgraduate study and most im- 
portant, free discourse on mutual problems. 

Only rarely do we meet the objection of a patient who 
insists on seeing the same physician for each complaint. 
Most patients are glad to see any one of us in an emergency 
and then fall back to the one of closest acquaintance for 
routine needs. 

We have taken pains to point out to our patients the 
advantage to them of care by a group as compared to care 
by an individual. We stress: 

1. The physician has ample opportunity to keep well 
informed of modern medical advances by attendance at 
meetings and postgraduate study when he has someone to 
relieve him. 

2. The patient can expect to be cared for by an alert, 
energetic physician rather than by a chronically fatigued 
doctor who has demands beyond his physical capacities. 

3. In case of absence of a physician a patient can rea- 
sonably expect to have his emergency needs met by an 
associate. 

4. Free consultation among members of the group often 
provides a new viewpoint of a difficult case which is neces- 
sary for proper management. 

5. Over-all medical service to a community can be pro- 
vided more completely by a group than by an individual. 

As a result of this switch from solo practice to group 
practice, our county has benefited by having three addi- 
tional physicians settle here who might have chosen other 
locations. 

I hope that the three physicians have benefited by hav- 
ing been introduced to general practice by one who had 
some experience in the specific problems most often met 
in rural areas. 

J. Roy GuyTHer, M.D. 
Mechanicsville, Md. 


How Complete? 


Dears Sirs: 

In the “Information Please” department of your Sep- 
tember issue you give an answer as to what a complete 
physical examination should include. 

This answer skims over the physical examination too 
fast, perhaps the writer assumes that everyone should 
know these things. 

I find such great variance in what patients tell me their 
previous doctor called a complete examination. 

Recent graduates may take a B.P. reading and listen to 
the heart, then order tests. I believe not 10 per cent are 
put on a table for abdominal percussion and an outline of 
the organs, so the examiner would know what kind of body 
he is working with. 

Maybe the doctor who asked the question in GP also 


sought this detail. I know it could never be assumed that 
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all doctors must do it alike. Different patients require 
special judgment. But I would very much like your con- 
sultant’s view, as to what would now be acceptable, with- 
out too much ado. 

J. H. Renner, M.p. 
Santa Barbara, Calif. 


In reply to Dr. Renner’s question regarding the complete- 
ness of a physical examination the original question was rela- 
tive to “what should be included in a complete checkup of a 
patient who comes to a doctor’s office?” It was assumed, and 
perhaps improperly so, that the inquirer did not want a list 
of all the procedures that are performed in doing a physical 
examination but rather a viewpoint on what might constitute 
the minimal content of a “‘complete checkup” which would 
include history, physical examination and laboratory pro- 
cedures. 

In reference to what constitutes a complete physical examina- 
tion it would be quite proper to say that this should include as 
complete and careful examination of the body as is feasible 
within the limitation of the doctor’s ability. This should cer- 
tainly include an ophthalmoscopic inspection of the fundi, 
pelvic and rectal examination. These particular examinations 
are spelled out since they are the most commonly ignored por- 
tions of a physical examination. As to the rest of the physical 
examination it is assumed that all doctors are capable of 
examining each organ and system thoroughly enough to note 
if any abnormality exists. Spelling out each portion of such an 
examination would involve the writing of a text on physical 
diagnosis.—Mepicat Epiror 


Samples Requested 


Dear Sirs: 

As a GP subscriber for some years now, I would like to 
ask your other readers for specimens of special medical 
record forms that they use. The basis of research in general 
practice is the adequate recording of all cases seen. This 
was so apparent to me when I was helping with a Morbidity 
Study in General Practice. I found that a one all-purpose 
record sheet was not efficient. 

Best wishes for the continued success of GP. It is one of 
the few magazines that I keep year after year. I do wish 
though that your advertisers would publish their outlets in 
this country, if only in very small print. 

Dr. E. W. Beprorp-TURNER 
Lister House, Eastbourne Road 
Polegate, Sussex, England 


Opportunity! 


Dear Sirs: 

I have a good opportunity available for a general practi- 
tioner who has a special interest in surgery, internal medi- 
cine or ob-gyn. My clinic is set up for three men and is 
located in my own 45-bed private general hospital. This 
makes it feasible for both organizations to benefit from the 
same facilities such as laboratory, x-ray, etc. Our payroll 
covers an average of 40 employees. 
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One tablet q. 12 h. to prevent angina pectoris 


1 tablet 
all day 


Provides full 24-hour protection for 8 
out of 10 angina patients: In rigorous 
clinical trials} METAMINE SUSTAINED 
improved 80 (78%) of 103 patients 
with angina pectoris, including a group 
refractory to other medication. 


Each METAMINE SUSTAINED tablet 
slowly releases 10 mg. of METAMINE, 
the unique, amino nitrate, to provide 
lasting, 12-hour protection from 
attacks of angina pectoris. 


1Fuller, H. L. and Kassel, L. E.: Antibiotic Medicine and Clinical Therapy, 3:322, October 1956. 


Metamine 


triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 


Sustained 


Simplified dosage—just | tablet on 
arising, and 1 before the evening meal. 


Greater economy for your patient with 
angina pectoris. 


Supplied: METAMINE SUSTAINED, 10 mg., 
bottles of 50 sustained-release tablets. 
Also available: METAMINE, 2 mg., in 
bottles of 50 and 500, and METAMINE 
(2 mg.) with BUTABARBITAL (4 gr.), 
bottles of 50 tablets. 


Shes. Looming 155 44th St., New York 17, N.Y. 
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My location is at Alma, Mich., a city of 10,000 popula- 
tion, situated in an industrial and rich agricultural section. 
Our building is of fireproof construction, on spacious 
grounds, with parking space for about 50 cars. I have been 
at this location for over 20 years and have enjoyed much 
success. In fact, I am interested in tapering off my activity. 

I would offer a starting salary of around $12,000 a year to 
the right man, with a percentage feature later, or if desired, 
a chance to participate in ownership. 

I will be happy to exchange further particulars with 
those interested in the opening. 


Rex A. Witcox, M.D. 


525 North State 
Alma, Mich. 


Special Dividend 


Dear Sirs: 

During my senior year I was fortunate enough to be 
given a subscription to GP by the Virginia chapter. 

On entering medical school, it was my desire to be a 
general practitioner, when and if I completed. Now that I 
am interning I have found no reason to change my goal. 

There were times when some of my classmates and the 
professors, who tend to undersell the worth of the family 
physician, almost had me sold on some specialty. Seeing 
the work that your organization has done to bring back the 
general practitioner to the place of esteem and importance 
that is rightfully his, I have turned away from a specialty. 

I would like to compliment you and your writing staff 
on the consistently good articles you include. I have found 
them to be of much more value to me than some of the more 
erudite, but much less readable articles in some of the 
other medical journals, 

I am looking forward to the time when I can enter prac- 
tice and join your fine organization. 

Cyrus P. Lewis, M.D. 


Springfield, Ohio 


limited Partnership 


Dear Sirs: 

I am a member of the American Academy of General 
Practice and of the Louisiana Academy. For the past two 
years | have been searching for some young general prac- 
titioner to share in a limited partnership. 

A local drug store is building a new office for me in a 
very populated section of this city which will be sufficiently 
large to accommodate two general practitioners. The office 
will be very modern, contain a white waiting room, colored 
waiting room, two consultation rooms, two examining 
tooms and a room for surgery, along with a moderate 
amount of space for a laboratory and storage, plus a nurses’ 
station. 


The building can accommodate, at one time, five persons 
for examination or treatment, plus a waiting room for 30 
individuals. Parking facilities are nearby. In heaviest traffic, 
it will take only 54% minutes to go from the office to one 
hospital and a minute longer to the other hospital. 
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At the present time I have sufficient equipment except 
for one examining room and can make arrangements for 
term payments for the man who shares the building with 
me. I will expect to share the rent, which will be $100 each. 
We will also share in the expenses of a nurse and a recep- 
tionist. However, in order to help a young man get 
started, I will be willing to take care of all of these expenses, 
with the exception of the receptionist, for the first three 
months. 

I can practically assure a young physician a gross income 
of $500 the first month, $600 the second month and $700 
the third month. From then on it will be according to his 
ability and his willingness to work. He can expect to gross 
between $15,000 and $18,000 the first year. 

If you can secure for me the names of several young 
doctors wishing to practice here in the South, I will pay 
their transportation if they accept my offer. 

W. M. M. 
Baton Rouge, La. 


Call of the Ozarks 


Dear Sirs: 

We are very much in need of an M.D. in this county. 
Would you be able to put us in touch with some young 
doctor who would be willing to start his practice here? 

Reynolds County is in the heart of the Ozarks and has a 
population of about ten thousand. There is only one M.D. 
left and he is 80 years old and in a wheel chair. 

If you can put us in touch with someone, you would be 
doing us and the entire county a great service. 

H. E. Bowes 
Proprietor 
Ellington Drug Store 
Ellington, Mo. 
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“Doctors can’t help shingles?” 


Physicians who have used PROTAMIDE extensively deplore such 


statements as unfortunate when they appear in the lay press. They 
have repeatedly observed in their practice quick relief of pain, 
even in severe cases, shortened duration of lesions, and 

greatly lowered incidence of postherpetic neuralgia when 
PROTAMIDE was started promptly. A folio of reprints is 


available. These papers report on zoster in the elderly— 


the severely painful cases — patients with extensive 


lesions. PROTAMIDE users know “shingles” can be helped. 


PROTAMIDE 


Detroit 11, Michigan 
Available: Boxes of 10 ampuls—prescription pharmacies. 
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A Citadel Besieged 


Tue crraveL of clinical medical practice in the United 
States is not the research institution nor the hospital. 
It is the office of the private practitioner of medicine 
—be he generalist or specialist. 

It is this office that is the fortress of independent, 
fee-for-service medical practice. It is the haven and the 
strength of those who oppose governmental, corporate 
or union control of the rendering of health service. It 
is here that the doctor-patient relationship is the 
strongest. Here there are no impersonal, institutional 
interferences, restrictive formularies and cases; there 
is just the doctor and his patient who is seeking help. 
These things being true, it is amazing and a bit sad 
to see occasional physicians, through thoughtlessness 
or self-interest, help destroy private medical practice 
by themselves referring patients to institutions for 
medical services. 

This is most commonly done by referring private, 
ambulatory patients to hospital departments, rather 
than to the offices of privately practicing confreres, for 
diagnostic services. 

An only slightly disguised case in point: The XYZ 
Company entered into a program of annual diagnostic 
check-ups for executive personnel. The company first 
encouraged the executives to see the physicians of 
their choice. The next step was to require that the ex- 
aminations be accomplished by physicians connected 
with a given medical school hospital. Many of these 
physicians gradually moved the site of the examina- 
tions from their offices to the hospital with indicated 
consultations being handled within the departments of 
the hospital. The company, which has subsequently 
been joined by other companies, is now suggesting that 
the hospital establish a special department for just 
such examinations with the executives then to be sent to 
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the hospital to obtain these medical services—no longer to 
physicians. 

Parenthetically, this is—in its way—analogous to the 
designation of approved physicians by the United 
Mine Workers’ Welfare and Retirement Fund. If this is 
accepted by the profession (which it currently seems 
not to be), it would inevitably lead to direct Fund em- 
ployment of doctors from the Fund’s “Approved 
Lists” to render the services. 

Institutional practice by hospital corporations, the 
threat of piecemeal socialization through Social Secu- 
rity medicine, the possibility of labor union domina- 
tion through closed-panel health plans—all of these are 
in the air. Hospitals have been built for sick people 
who need bed care. Their transmutation into “com- 
munity health centers” and places of rendering service 
to private, ambulatory patients through employed 
physicians is the goal of hospital administration mili- 
tants. The concept of ‘the hospital as the community 
health center” has been nurtured as a latter-day myth 
by a small group of hospital administrators. 

Medicine—all of medicine—must be constantly 
aware of this insidious threat to our American system 
of medical care. There are boldly militant spokesmen, 
backed by increasing propaganda, who would make the 
voluntary hospital of today a corporate distributing 
agency for medical care tomorrow. 

If these persons prevail, all doctors will become em- 
ployees of hospitals, clinics or health centers. And 
later—of the government. 


Erythropoietin and Cobalt 


Tus issue of GP contains a basic science review of 
erythropoietin—a humoral agent that regulates the 
rate of erythropoiesis (see page 81). At the present 
time, there is intense interest in this new hormone, 
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and it is being studied diligently. Coincidentally, some 
of the studies of erythropoietin have seemed to give a 
new respectability to cobalt as an agent for the treat- 
ment of anemia. 

The story of cobalt in the treatment of anemia has 
been checkered with light and shadow. In original 
animal experiments, it was shown that certain types of 
hypochromic anemia responded to the administration 
of cobalt, although iron was ineffective. Soon there- 
after, cobalt was incorporated with iron in a proprie- 
tary drug for the treatment of anemias. This was done 
although it was then supposed that cobalt exerted its 
erythropoietic effect as a result of provoking anoxia of 
the bone marrow—an example of a benefit resulting 
from a noxious influence. Later, there were reports of 
a few cases in which large doses of cobaltous chloride 
seemed to have provoked thyroid hyperplasia and 
hypothyroidism in children. 

With the passage of time, cobalt has been exonerat- 
ed of any tendency to provoke thyroid dysfunction 
when used in doses of lesser size. In addition, the 
thought has been abandoned that cobalt stimulates 
marrow function by first provoking anoxia. Indeed, 
there is good evidence to suggest that cobalt enhances 
erythrocyte production by increasing the formation of 
erythropoietin. 

In sum, objections to the use of cobalt because it 
might be harmful have been withdrawn, and the re- 
lationship of cobalt to erythropoietin has given the 
manufacturers of iron-cobalt mixtures a renewed en- 
thusiasm for their products. Undoubtedly, however, 
physicians will continue to object to the advertisement 
of such compounds as “‘indicated for routine use in all 
common anemias.” They will hold that it makes no 
sense to give a mixture of iron and cobalt for the treat- 
ment of iron-deficiency anemia when iron alone will 
work as well, particularly since spontaneous produc- 
tion of erythropoietin in large amounts is a feature of 
iron-deficiency anemia. 


A Refreshing Contrast 


THE LARGER PHARMACEUTICAL COMPANIES compete 
strongly in their sales efforts. That is the American 
system. And one of the good marks of the competition 
is the credo, “sales by service.” So it is that the drug 
manufacturers strive to excel in the service they pro- 
vide for physicians and public alike. 

High among the special services to physicians are 
high-quality publications of all kinds. Many of these, 
by their scientific content, are in direct competition 
with medical journals—a competition in which they 
often hold an edge in beauty of printing and illustra- 
tion. Others are in the form of medical newspapers, 
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while still others are concerned entirely with the his- 
tory of medicine. 

A recent example of items in that last category is 
Schering’s “Medical America”—a series of elegant 
pictorial regional maps portraying highlights in the 
medical history of the United States. These, and other 
historical contributions by the pharmaceutical com- 
panies, have a special appeal. So much of modern 
medical publishing is concerned wholly with the scien- 
tific and the practical that the presentation of some- 
thing purely cultural is a refreshing contrast. 


Prevention of Strontium-90 Hazard 


WITH ALL THE TALK of the dangers of radiation fallout, 
most people are aware that strontium-90 is the product 
chiefly to be feared. Strontium-90 and calcium bear a 
close resemblance. If the earth were extensively con- 
taminated with this radioactive isotope it might be an- 
ticipated that humans would ingest large amounts of 
it in milk and milk products—the strontium-90 having 
replaced calcium in cows’ milk after the cattle had 
eaten contaminated forage. 

In a recent issue of Scrence, Caster has a suggestion 
for the prevention of trouble in humans from stron- 
tium-90 in cows’ milk. He recommends that the milk 
simply be decalcified, and in the process most of the 
strontium-90 would be removed. Humans could then 
get their need for calcium satisfied by deriving it from 
ancient sources (limestone, for example). 

This seems fine except that one can’t help wonder- 
ing whether there will be any cows’ milk to decalcify 
if the cows have had a diet high in strontium-90. 


National Intern Matching Plan 


Earty 1n 1958, the National Intern Matching Plan— 
familiarly called ‘"NIMP”—will dramatically publish 
the results of its seventh program. More than 60,000 
expressed choices by hospitals and students will have 
been catalogued by hand, confirmed and reconfirmed, 
then “fed” to IBM’s 704 electronic “brain” for final 
matching of choices. Results of the matching will be 
prepared individually for each of the 800-plus hospitals 
and each of the 6,000-plus medical students participat- 
ing in the program. One day in March, the results will 
be announced simultaneously throughout the United 
States, and the suspense will end for hospitals and 
students alike. 

In a general way, it is possible to guess rather closely 
what the results will be. The September Journal of 
Medical Education supplies the “form”—an article on 
past performances by McJoynt and Crosby. Here are 
GP’s predictions: 
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1. Only a little more than 50 per cent of intern 
positions offered by hospitals will be filled. This is 
not really a guess. It is a hard fact, based on the 
disparity shown in the following diagram: 


5,000 7,500 10,000 12,500 


2. There will be a relatively large number of un- 
matched students. In 1957, the numbers reached an 
all-time high—384. This was due primarily to the 
large number of foreign medical graduates who par- 
ticipated in the program. Many of them applied only 
to the larger, more popular hospitals (where they 
were not even considered), or they applied in states 
where hospitals are unable to accept them. It’s a good 
bet that the same thing will happen in 1958. 

3. The 60,000-plus choices by hospitals and students 
will agree well enough to produce first or second 
choice matches for both parties in about 90 per cent 
of the cases. The results have hovered around 90 per 
cent each year since 1952 when NIMP began. There 
is no reason to expect a change. 

4. Of the nonfederal hospitals, only the ones hav- 
ing an affiliation with a medical school can expect 
to fill a comfortable percentage of the intern positions 
they offer. This prediction is based on the growing 
interest of medical students in major teaching hospitals. 
The 1957 experience in this respect is shown in the 
following table: 


Hospital 
Affiliation with 
Medical School 


Positions 
Filled by 
Matching 


Internship 
Positions 


Offered 


Percentage of 
Positions 
Filled 


Major Affiliation 4333 3352 77 
Minor Affiliation 706 385 55 
No Affiliation 6223 2273 36 


It is quite apparent that hospitals without a medical- 
school affiliation have had small success in recruiting 
interns under the matching plan. This is not caused 
by the plan itself. Rather, it largely reflects the fact 
that there are about twice as many internships as 
there are candidates to fill them, and the candidates 
prefer school-afliliated hospitals. 
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Failure of Tolbutamide to Control Diabetes 


DuRING THE PAST TWO AND ONE-HALF YEARS, there has 
been a growing interest in a new method of treating 
diabetes mellitus. It is based on the discovery that 
certain sulfonamides (arylsulfonylureas), when given 
by mouth, have a hypoglycemic effect. Although the 
mode of action of the arylsulfonylureas is not com- 
pletely understood, one of the compounds (tolbu- 
tamide, Orinase) is now on the market and is being 
widely used for the treatment of diabetes mellitus. 

Careful, long-term studies have established that 
tolbutamide is relatively nontoxic. The new drug is 
not a replacement for insulin in all cases. For example, 
it is not advocated for patients who have severe di- 
abetes as exemplified by onset early in life, by a need 
for large doses of insulin daily, or by a tendency to 
develop ketosis readily. In general, therefore, tolbu- 
tamide is advocated for middle-aged or elderly di- 
abetics in whom the daily dose for insulin has been 
less than 40 units. 

On page 96 of this issue of GP, Engstrom, Ru- 
waldt and Engbring point to a troublesome complica- 
tion that may arise when insulin is supplanted by 
tolbutamide. In two patients who seemed to be good 
candidates for tolbutamide therapy, doses of insulin 
were gradually reduced while tolbutamide was being 
substituted. In each instance, there was no trouble 
with the program until insulin had been completely 
withdrawn. Then, without warning, the patients 
rapidly developed diabetic acidosis. Fortunately, this 
serious complication was quickly detected and promptly 
and successfully treated. 

It seems highly probable that cases of the type 
reported by Engstrom’s group will be encountered 
with increasing frequency. GP is grateful to the 
authors for providing this timely warning to other 
physicians who will be using tolbutamide in the treat- 
ment of diabetes mellitus. 


The Influenza Epidemic 


WHEN CONSIDERATION was first given to the probability 
of an epidemic of Asian influenza in the United States, 
opinions varied as to the time when the epidemic 
might appear. By mid-October, there was no longer 
any doubt. Respiratory death rates in all sections of 
the United States had clearly risen above the epidemic 
threshold, and United States Public Health Service 
spokesmen had conceded that an epidemic was in- 
deed present. The outbreak had come inconveniently 
early; the program for influenza vaccination with the 
new monovalent vaccine had involved only a small seg- 
ment of the nation’s population. As the disease en- 
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tered Washington, D.C., even the staff of the Soviet 
Embassy was affected—this in spite of the fact that a 
delegation of Russian women physicians talked about 
the availability in the Soviet Union of a cheap, quick 
cure for influenza. They had neglected to bring a sup- 
ply of the medication with them and, like other in- 
habitants of the United States, members of the Soviet 
Embassy staff had to be content with aspirin. 

The earliness of the epidemic led to a storm of pro- 
tests about distribution of influenza vaccine. During 
the summer, a special influenza committee of the Ameri- 
can Medical Association, working in collaboration with 
the United States Public Health Service, had stimulated 
state and county medical societies to work with local 
public health authorities for the development of pro- 
grams to cope with influenza. Those programs were in- 
tended to include a system of priorities for use of in- 
fluenza vaccine until such time as it would become 
plentiful. Delays in the development of the priority 
system in some localities accounted for the fact that the 
vaccine was distributed to some groups of people who 
were to have been low in the priority list. Meanwhile, 
many practicing physicians found that they could not 
obtain the vaccine for the types of patients for whom 
high priority had been advocated. Perhaps no one 
would have noticed this if the epidemic had been de- 
layed for another month. By that time, supplies of 
vaccine would have been enormously larger, thanks to 
an extraordinary production effort on the part of the 
vaccine manufacturers. As it was, physicians were 
angered by what appeared to be flagrant disregard of 
the priorities. One of them wrote indignantly, ‘We 
have piously explained to our patients that the flu 
vaccine is being given on a priority basis as suggested 
by the American Medical Association. While most of us 
have stuck to the priorities in our injections, our pa- 
tients are able to read on the sports pages almost daily 
of football teams which have had flu vaccinations.” An 
editorial in the November 2 issue of the Journal of the 
American Medical Association explained the reasons for 
the priority system and urged physicians to abide by it. 
That editorial was something less than timely, because 
by the time it appeared in print, the epidemic was fully 
established and, to make matters worse, supplies of 
vaccine were then plentiful. 

Experiences with the program to cope with the in- 
fluenza epidemic have afforded valuable lessons to the 
medical profession. Taken as a whole, the program was 
an outstanding achievement. The breakdown of the 
priority system certainly was not to be blamed on the 
United States Public Health Service or the groups of 
physicians who worked with the Service in originating 
the program. In the future, when there is threat of the 
outbreak of a disease for which there are limited sup- 
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plies of a vaccine or a specific therapeutic agent, tiere 
will need to be quicker action at local levels to insure 
the success of a priority system. 

Meanwhile, in October and November, there were all 
sorts of speculations about the future of the influenza 
epidemic. The United States Public Health Service 
reckoned that the outbreak would be practically over 
by Christmas. Beyond that, you could pay your money 
and take your choice—no more Asian influenza, a 
second wave of Asian influenza in 1958 or a second 
wave of influenza, this time Influenza B. Because of 
the uncertainties of the situation, there were strong 
recommendations that an immunization program 
against influenza be continued, using new batches 
of the monovalent vaccine that would have double the 
potency of the original vaccine. In the event that there 
is no further clarification of the problem by the time 
this editorial appears in print, that recommendation 
would still make good sense. 


GUEST EDITORIAL 


Current Trends in Heart Disease in Children 


SINCE at least 98 per cent of heart disease in infancy 
and childhood is due to a congenital defect or rheu- 
matic fever, the community and national pattern of 
heart disease in children is directly related to the in- 
cidence of these causes and the ability to deal with 
them. 

Rheumatic fever and rheumatic heart disease were, 
until the past few years, the chief causes of death be- 
tween the ages of 5 and 19 years. Now accidents, 
neoplasms, leukemia and respiratory infections are 
taking a greater toll in these early years. In 1955 in 
this country, it was found that just under 1,000 deaths 
were caused by rheumatic fever and heart disease in 
children and adolescents, whereas ten years pre- 
viously the mortality attributable to these same causes 
had been three times as great. 

This pleasing and rather remarkable lessening in the 
occurrence and severity of rheumatic fever, while ac- 
celerated since 1939, began about World War I. Life 
insurance mortality tables and national vital statistics 
in the United States and England have demonstrated 
this tendency in the under-20-years-old group for the 
past four decades. The exact explanation of this con- 
tinuing downward trend is not clear. But certainly, 
improved and less crowded housing, better knowledge 
of the spread of infectious disease and, since 1939, the 
use of sulfonamides, and more recently of penicillin 
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and other antibiotics, have played significant roles in 
reducing the occurrence of, and death from, active 
rheumatic fever. It was the splendidly conceived and 
executed experiment of Alvin Coburn, then of New 
York, first reported in 1939, soon affirmed by Caroline 
Thomas of Baltimore and Ann Kuttner of Irvington 
House, which clearly demonstrated that hemolytic 
streptococcic infection could be prevented and recur- 
rent rheumatic fever could be greatly reduced by small 
daily doses of sulfanilamide. From these firm beginnings 
has come the present-day emphasis upon, and demon- 
strated value of, community and state-wide rheumatic 
fever prophylaxis programs, with daily penicillin as the 
chief antistreptococcal agent, as suggested by Benedict 
Massell in 1948. 

Having learned to prevent more than one episode of 
rheumatic fever in a susceptible individual, it was logical 
to bend every effort to prevent the initial attack, or at 
least to reduce further the number of initial attacks. 
This highly desirable goal at first sight seems attainable 
without great cost or complexity. Rammelkamp and his 
associates have shown that the prompt treatment of a 
streptococcic sore throat with penicillin in adequate 
dosage for ten days will greatly lower the expected 
amount of rheumatic fever. However, the reproduction 
of this military experience in the civilian popuiation 
has proved to be much less successful. The chief diffi- 
culty is the considerable one of determining when a sore 
throat, or the pharyngitis of a seemingly mild respira- 
tory infection, is due to a pathogenic streptococcus 
and deserving of all-out penicillin therapy. The attack 
on this problem on a community-wide basis, requiring 
much persistent physician and lay education and close 
cooperation between public and private health agencies, 
is probably the leading challenge in the rheumatic 
fever field today. 

To those whose experience in rheumatic fever began 
20 years or more ago, it is a particular satisfaction to 
note the difference between our patients then and now. 
Only occasionally now do we see the very ill child, 
prostrated by overwhelming rheumatic fever with con- 
gestive failure. In pediatric wards or cardiac units, it 
was not unusual to have several such patients simul- 
taneously, most of them remaining months or years in 
feeble health before succumbing to an exacerbation or 
recurrence of rheumatic fever. The comparative in- 
frequency of the disease and its striking expression as 
chorea, subcutaneous nodules, erythema marginatum 
and pericarditis, not to mention its more frequent subtle 
manifestations, make it possible now to have a broad 
medical training, even as a pediatrician, and to see little 
or no rheumatic fever. This is a contingency that ten 
years ago seemed very unlikely to come about soon. 
At present, it is possible to operate upon the majority 
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of those born with heart disease and to correct the 
fault at low risk. The development of heart pumps has 
reached a point where in two centers in this country 
the mortality in those operated upon, using the pump, 
is less than 3 per cent in recent months. This amazing 
fact heralds the opening of another significant chapter 
in the treatment of heart disease. The immediate effect 
will be to afford a great many children and adults with 
congenital or acquired heart disease the opportunity 
not otherwise possible to have necessary cardiac sur- 
gery. Remote effects such as supplanting other means 
used to permit open heart surgery, its use in the repair 
of the many acquired as well as congenital defects, can 
only be surmised now. With this change in outlook for 
so many young cardiac patients, coupled with the rise 
in the birth rate over the past decade, congenital heart 
disease is registered currently in clinics at least three 
times as often as in 1945. 

Most, if not all of these recent and dramatic advances 
have occurred as the result of the joint thinking and 
action of a team composed of a clinician, a surgeon, an 
anesthesiologist, a clinical physiologist and, not in- 
frequently, chemists and engineers. This group or team 
approach in its present form is comparatively new in 
clinical medicine, but it is in existence or must develop 
in every hospital caring for those with congenital or 
rheumatic heart disease. The necessary special knowl- 
edge and skills have been available for the most part 
only in the largest institutions, but as the diagnostic 
and therapeutic techniques and the apparatus become 
stabilized and simplified, and as increasing numbers of 
physicians and allied personnel are trained in their use, 
the benefits of these procedures will be available to pa- 
tients in their home areas. 

There is now a great reawakening and expansion of 
interest in the function and chemistry of the normal 
and abnormal heart. The physiologist has moved out 
from the laboratory and closer to the patient, or perhaps 
more correctly, the sick child is seen with increasing 
frequency in a cardiopulmonary physiologic labora- 
tory. These intensive studies at a clinical level have 
caused not only immediate improvements in patient 
care, but also are serving to put a firmer base under long 
range studies of all types of heart and vascular disease. 
Increasing numbers of young physicians are devoting 
most or all of their time to fundamental physiologic in- 
vestigation, a development that will insure continued 
progress. 

As we look ahead, all signs point to a steady advance. 
Perhaps it is no longer unbridled fantasy to expect 
one day successful replacement of the abnormal heart by 
a normal organ, and to hope that a future generation 
may be born with fewer or no cardiac defects. 
—BERNARD J. WALSH, M.D. 
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Regional enteritis is a protean disease that may cause diagnostic errors. 
When discovered during operation for appendicitis, 
the appendix should be removed anyway. 


of In the chronic form, exacerbations and remissions are the rule. 
Weight loss, abdominal pain, nausea and vomiting, diarrhea 


and abdominal distention are common. 
Roentgenograms are characteristic. 


Surgical therapy is indicated for obstruction, abscess formation, 


Regional Enteritis 


Philadelphia, Pennsylvania 


REGIONAL ENTERITIS has been recognized as a clinical 
entity for 25 years. In 1932, Crohn, Ginzburg and 
Oppenheimer first defined the clinical and pathologic 
picture of “regional ileitis” as a syndrome apart from 
other benign granulomas of the gastrointestinal tract. 
The etiology was, and still is obscure. Following this 
initial report, lesions were found to occur elsewhere 
in the small bowel and colon that were often associated 
or continuous with involvement in the terminal ileum, 
and that histologically were indistinguishable from the 
latter. Notwithstanding all the many new terms such 
as jejunitis and jejunoileitis that arose to describe 
the disease in various sites, an inclusive reference to 
these disorders has seemed justifiable because of cer- 
tain common characteristics. 


Definition 


Regional enteritis may be characterized as an in- 
flammatory disease of unknown etiology, occurring 
usually in young adults, and causing abdominal pain 
(often colicky), weight loss, fever and mild diarrhea. 
Remissions and exacerbations are common. Physical 
examination frequently reveals evidence of weight loss, 
incomplete small bowel obstruction, abdominal masses 
and external fistulas. 
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fistulas, anorectal complications and intractability. 
Even in patients having resection with primary anastomosis, 
recurrence rate has been 55 per cent. 


The clinical course correlates closely with the pa- 
thology. The lesions are granulomatous. Early in the 
disease they are ulcerative, resulting in loss of pro- 
tein and red cells. Blood loss in the stool is usually 
too small to be noticed, but it is continuous. Nutri- 
tional deficiencies and hypochromic anemia develop. 
Later, the intestinal wall becomes thickened and, with 
encroachment upon the lumen, obstruction ensues. 
The heavy edematous gut tends to gravitate to the 
most dependent part of the abdomen and the sticky 
inflamed loop often becomes adherent to adjacent 
structures (sigmoid, rectum, bladder, small intestine, 
peritoneum of the pelvis). Penetration through the 
intestinal wall may occur, but this is usually slow 
and results in a walled-off abscess or an internal or 
external fistula. It is readily seen that the clinical 
picture may vary to a great extent. This, in fact, is 
an outstanding feature of the disease. 

The management of this disease has posed a problem. 
Although it is generally conceded that regional enteritis 
should be treated medically it is likewise apparent 
that the complications that occur often must be handled 
surgically. There is as yet no full agreement as to 
how surgical treatment is best accomplished. The 
choice lies between resection of the involved segment 
with primary anastomosis; and anastomosis above and 
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below the involved intestine, usually with exclusion of 
the diseased area by dividing the gut proximal to the 
lesion. Truly, it would be an oversimplification to 
state that one of these two methods should be employed 
to the exclusion of the other. In most instances, both 


methods are available to the surgeon and he must 
decide which of these will be used in order to give 
the patient the most benefit. In this respect, it seems 
proper to consider current experience with the disease. 
Better understanding of surgical physiology and im- 
proved methods of anesthesia have tended to diminish 
the risk of operations that, heretofore, were considered 
too hazardous. 

This study has been undertaken to present a recent 
series of patients most of whom have undergone one of 
these surgical procedures—tresection of the diseased 


bowel. 


Case Material 


The records of all patients with regional enteritis 
who came to surgery on the various services of the 
senior author between January 1, 1946 and December 
31, 1955 were reviewed. Some of these patients had 
involvement of the colon, either at the time of surgery 
or following operation. These are included because 
the large bowel disease seemed to be a continuation 
or a recurrence of disease of the small bowel. In those 
resections in which colon lesions were present si- 
multaneously with lesions in the small intestine, histo- 
logic study revealed the colonic lesion to be similar 
to that in the small bowel. In addition, several patients 
with regional enteritis involving the ileum either had 
or later developed typical distal ulcerative colitis. These 
patients are included because, at the time of surgery, 
ileal involvement alone was present, or it was the 
predominant disease. There were eight instances of 
acute and 38 of chronic regional enteritis occurring 
in 45 patients. (One of the acute cases later developed 
the chronic form of the disease.) 


Acute Regional Enteritis 


Often, regional enteritis at onset presents the picture 
ofan acute surgical abdomen. The history may reveal 
that the patient was well until a few hours or at most a 
few days prior to being seen by the physician. Pain, 
tenderness and rigidity are usually present in the 
nght lower quadrant. There is fever and moderate 
leukocytosis. It may be possible to palpate a tender 
mass in the lower quadrant of the abdomen. This is 
the edematous ileum and mesentery. Since this com- 
monly occurs in young adults, it is not surprising that 
adiagnosis of acute appendicitis is made. 
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Figure 1 a (above) and b (below). Roentgenograms illustrating nar- 
rowing and puddling of barium in small intestine in extensive 
regional enteritis. 
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Figure 2. Roentgenogram showing the “‘string sign’’ produced by 
narrowing of the terminal ileum in regional enteritis. 


Figure 3. Roenigenogram that shows narrowing with obstruction 
of the terminal ileum. 
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At operation, management of this situation cai: be 
guided by two considerations. First, the diseas: jn 
this state often undergoes complete remission ani! the 
patient may have no further trouble. Therefore. it js 
not justifiable to perform any procedure on the sinall 
bowel at this time. Secondly, although the disease may 
undergo permanent remission, many times if the ap- 
pendix is not removed at the first operation the 
diagnosis of acute appendicitis is a possibility with 
each new attack. The problem is quite real, because 
acute appendicitis does develop in the presence of 
regional enteritis. The solution, obviously, is to re- 
move the normal appendix at the time of the initial 
operation. The deterrent in this respect is the fear 
of inviting the development of an external fistula at 
the site of the amputated appendix. This possibility 
is remote if the cecum in the vicinity of the base of 
the appendix appears normal. Taking this into account 
then, appendectomy is all that should be done in these 
patients. No fistulas have resulted from this procedure 
in the patients being reported. 


Chronic Regional Enteritis 


CLINICAL FINDINGS 


The onset of symptoms is usually in the second or 
third decades of life. There seems to be no predomi- 
nance among either sex. The disease may begin with 
an acute episode of abdominal pain or symptoms not 
directly referable to the alimentary tract and may 
smolder for years. Exacerbations and remissions are 
the rule. 

Abdominal pain. At one time or another, and in 
varying degree, all patients presented the symptom of 
abdominal pain. The pain was usually colicky and, 
although occasionally epigastric or periumbilic, it 
usually occurred in the lower abdomen, predominantly 
in the right lower quadrant. Pain may be postprandial, 
thus interfering with normal eating. 

Nausea and vomiting. These are common symptoms 
and are often associated with the abdominal colic. 

Abnormal bowel habits. Diarrhea by far is the com- 
monest disturbance of bowel function. It was present 
in the history of about three-fourths of the patients. 
It should be pointed out, though, that the diarrhea 
usually amounts to less than ten stools a day. When 
diarrhea is severe, it is likely that a complication such 
as ileocolic fistula exists, or that ulcerative colitis is 
concurrently present. Diarrhea may alternate with 
normal bowel movements or even with periods of 
constipation. Constipation alone is rare, but does occut. 
Occasionally, the history reveals apparently normal 
bowel habits. Mucus in the stool is common, but gross 
bleeding is infrequent. Tenesmus is sometimes present. 
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Abdominal distention. Although abdominal distention 
is often present during an episode of small bowel ob- 
struction, one of the main complaints may be ab- 
dominal distention occurring after meals. This may 
be associated with cramping pain. These symptoms 
are frequently relieved by an audible gurgling sensation 
and the explosive passage of flatus. 

Systemic manifestations. Nearly all patients lose 
weight. Only one patient in this series specifically 
denied the loss of weight. Weight loss usually ranges 
from ten to 30 pounds, but it may be more. Fever is 
common during exacerbations, and chills and night 
sweats may occur at this time. Generally, the patient 
feels weak ; malaise is often one of his main complaints. 
In addition, there may be arthralgia and erythema 
nodosum. If the onset of the disease has been relatively 
early in life, an arrest of development of secondary 
sexual characteristics may occur. 


LABORATORY FINDINGS 


Special studies, with the exception of roentgenologic 
examination, are valuable, not so much in establishing 
the diagnosis as in indicating how severely the patient’s 
general condition is affected. Hypochromic anemia is 
usually present. The total serum proteins are low 
because of a decrease in the albumin fraction. 

Barium enema studies are usually not helpful when 
disease is confined to the small bowel, although some- 
times retrograde filling of the terminal ileum may 
reveal disease at this site. The main value of the 
barium enema is to rule out involvement of the colon 
by either continuation or a skip lesion of enteritis, 
and to ascertain whether ulcerative colitis is present. 
In addition an ileocolic fistula may sometimes be 
demonstrated by this technique. 

By far, the most useful study is the barium meal 
x-ray series of the small bowel. Diagnosis was estab- 
lished by this means in about 75 per cent of the pa- 
tients under consideration. The diagnosis is indicated 
by the typical puddling of barium or the pathogno- 
monic “string sign” of the lesion (Figures 1 and 2). 
Also, much additional information may be gained by 
careful appraisal of the films. The extent of the in- 
volvement, the presence of skip lesions, obstruction 
and its degree and the existence of enterocolic fistulas 
are important additional features that may be revealed 
(Figures 3 and 4). However, at times, the diagnosis is 
hot clear-cut. The radiologist, although recognizing 
obstruction, sometimes cannot specifically point to the 
cause. Occasionally, he may suspect a malignancy such 
as lymphosarcoma or an extrinsic tumor. At other 
times, nutritional deficiency or a sprue-like picture 
superimposed upon an obstructive process may be sug- 
gested. 
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Figure 4. Roentgenogram that reveals a fistula between ileum and 
sigmoid in regional enteritis. (Arrow points to fistula.) 


Figure 5. This resected specimen contains a small area of ileitis 
with thickening and obstruction. 


COMPLICATIONS 


Obstruction. Obstruction resulting from stenosis of 
the diseased wall of the small bowel is a common com- 
plication of chronic regional enteritis (Figure 5). This 
was present in significant degree in almost three-fourths 
of the patients in this series. Once obstruction develops, 
surgical intervention is usually necessary. 

Abdominal masses, abscess formation and internal 
fistulas. Microscopic, purulent, mucosal ulcerations 
developing into submucosal abscesses are commonly 


77 


1 be | 
| 
7 
d or 
with 
not 
are ». 
| 
dial, — 

: 
oms 
| 
sent 
ents. 
rhea 
hen 
such 
is 1S 
with 
s of 
cur. 
rmal 
TOSS 
ent. 


Figure 6. Diagrams of primary resection. At the top, the bowel is 
sectioned proximal and distal to the diseased segment. On the bottom, 


intestinal continuity is re-established by an end-to-end ileotransverse 
colostomy. 


described as occurring in regional enteritis. In all 
likelihood, slow perforations occur because of the 
progression of this process. Since the leak through the 
bowel wall is both small and of a chronic nature, a 
“walling off” at the site will occur, so that generalized 
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Figure 7. Diagrams of exclusion operation. At the top, the ileum is 
sectioned proximal to the diseased area. On the bottom, the proximal 
segment is anastomosed to the transverse colon and the open end of 
the distal segment is inverted. 


peritonitis is rare. However, localized abscesses may 
form. Loops of bowel may become adherent to the site 
of perforation resulting in matting of coils of intestine 
into inflammatory masses. Then, penetration through 
the wall of an adherent loop will produce a fistulous 
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Figure 8. Diagrams of exclusion and resection. Stage I is shown 
at the top. The diseased ileum is excluded by section of the ileum 
proximal to the involvement. The open end of the distal segment 
is inverted, and the proximal segment is anastomosed to the trans- 
verse colon. Stage Il, at the bottom, consists of resection of the ex- 
cluded area and inversion of the open end of the colon. 


tract. In a similar fashion, communications may be 
formed with the bladder, uterus and vagina or via the 
pelvic peritoneum with the perineum. 

_ External fistulas (exclusive of perianal). Five patients 
i this series presented external fistulas. All occurred 
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following previous surgery, performed before the pa- 
tient was seen by us. The operation performed was 
appendectomy in three, resection of the terminal ileum 
in one and a by-passing procedure in one. 

Infections of the anal canal. Anal infections occurred 
in ever one-fourth of the patients in this series. In one 
patient, they were the first symptom of disease. The 
condition progresses from cryptitis to perianal and 
ischiorectal involvement, and the infections are often 
recurrent and quite bothersome. Nearly all of these 
underwent one or more surgical procedures, either for 
drainage of an abscess or excision of fistula-in-ano. 
Fistulectomies performed prior to definitive surgery 
for the enteritis were often attended by recurrence of 
the fistulas suggesting that such operations might best 
be reserved until after the primary disease is controlled. 
On the other hand, perianal abscess often caused a 
great deal of distress to the patient and usually required 
prompt institution of drainage. 


DIFFERENTIAL DIAGNOSIS 


The general infrequency of regional enteritis, togeth- 
er with its many and varied manifestations, has result- 
ed in many delayedand missed diagnoses. The disorder 
most commonly confused with regional enteritis is 
acute appendicitis. Of the patients under consideration, 
over one-third at one time or another were suspected 
of having appendicitis and nearly all of these had an 
appendectomy performed. A diagnosis of appendicitis 
was usually made early in the course of the disease. 
Approximately 10 per cent of the patients, however, 
had appendectomy prior to the onset of symptoms 
attributable to enteritis. This is in accord with the 
findings of Van Patter and his colleagues, and suggests 
that in some of these, at least, the clinical picture 
might have been due to enteritis. 

Other conditions which confused the differential 
diagnosis included malignancy, ulcerative colitis, 
functional disease, diverticulitis, obstruction due to 
postoperative adhesions, pulmonary tuberculosis, tu- 
berculous peritonitis, cirrhosis, anomaly of the small 
bowel and collagen disease. 


Indications for Surgery 


The indications for surgery of chronic regional 
enteritis are the complications of the disease. These 
include 1) obstruction; 2) fistula formation; 3) ab- 
dominal abscesses; 4) anal and rectal complications; 
5) intractability. Intractability denotes the failure of 
conservative therapy to maintain good health and is 
characterized by persistence of such features as diar- 
rhea, loss of weight, melena, anemia, deficiency states 
and abnormalities of growth and development. 
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Figure 9. A resected specimen of ileum is opened to show thickness 
of the bowel wall, ulceration of the mucosa, narrowing due to in- 
flammation and mesenteric lymphadenopathy. 


PREOPERATIVE CARE 


Correction of nutritional deficiencies and dehydra- 
tion is of prime importance in preparing these patients 
for operation. In this series almost one-half received 
blood transfusions prior to surgery so that the im- 
mediate preoperative hemoglobin was usually 12 or 
more Gm. per cent. Albumin was used in an attempt to 
restore the serum proteins to normal. Bowel prepara- 
tion with the nonabso:bable sulfonamides or broad 
spectrum antibiotics was carried out in most instances. 


OPERATIVE PROCEDURE 


The operations performed in this group of patients 
included the following: Resection and primary anas- 
tomosis (Figure 6) in 34 cases; exclusions (Figures 7 
and 8) in two cases; resection and ileostomy in one 
case and revision of malfunctioning previous side-to- 
side-anastomosis in one case. 


POSTOPERATIVE COURSE 


There was no mortality. The average hospital stay 
following surgery was 12.2 days. The only complica- 
tions of importance were two instances of small bowel 
obstruction that responded to conservative therapy, 
one of pseudomembranous enterocolitis, one of gas- 


trointestinal hemorrhage and one of pelvic abscess {or- 
mation that required drainage. 


Results 


The patients under consideration may be divided 
into three groups: 

1. Those patients who had no previous surgery and 
who underwent primary resection. 

2. Patients with surgery elsewhere for regional 
enteritis, and in whom the disease progressed or re- 
curred. 

3. Patients who had exclusion operations per- 
formed. 

In the first group, there was a total of 30 patients. 
Of these, four are less than a year postoperative and 
are well. Of those who are one to five years postopera- 
tive, four are well, three have suffered recurrences and 
one has been lost to follow-up. After five to ten years, 
five patients are well, eight recurrent and five lost to 
follow-up. 

There were six patients in the group of progressive or 
recurrent disease following previous operation. Two of 
these have been followed six years, both have recurred, 
and one has died. The remaining four have had no 
recurrence to date, but two were operated upon less 
than one year ago. 

Two patients underwent exclusion procedures. Both 
were operated upon less than a year prior to the writing 
of this report. One of these is essentially well, the 
other has started to lose weight. 

In considering the group of 26 patients who under- 
went primary resections and who are more than a year 
postoperative, nine are well, 11 have recurrence, and 
six are lost to follow-up. This represents a 55 per cent 
incidence of recurrence in those patients followed one 
to ten years. 

It must be recognized that surgery cannot be looked 
upon as a cure of regional enteritis. Operation is neces- 
sary to overcome complications of the disease (obstruc- 
tion, fistula, abscess, anal infections and intractability). 
Surgical therapy should be regarded as simple pallia- 
tion of the underlying disease, and recurrence in pre- 
viously uninvolved small and large intestine is to be 
expected in more than half the patients. 


HERE’S A HELPFUL HINT... 


Dangers of Elastic-Top Socks 


Patients having peripheral vascular diseases are known 
to be subject to harm from the effects of anything that 
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constricts the limbs. For that reason, physicians com- 
monly warn such patients against wearing garters. How- 
ever, physicians sometimes forget to give a similar warn- 
ing to male patients about socks that have elastic tops. 
In my experience, these too may have a dangerous con- 
stricting effect —Matruew Warpick, M.D., New York City. 
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Pulmonary disease 


BASIC SCIENCE REVIEW Right-to-left cardiac shunts 


i Low atmospheric oxygen 
(high altitude) 


Erythropoietin | 


JOHN C. ROSE, M.D. 
Associate Editor, GP 


TISSUE ANOXIA 


FoR MANY YEARS, investigators have sought to explain 
how chronic hypoxic states—pulmonary disease, L 
right-to-left intracardiac shunts and high altitude— 
cause polycythemia. At least three mechanisms were et Pegs 
considered as possible explanations for regulation of 7 X 
the rate of red blood cell production by the bone if ERYTHROPOIETIC CENTER \ 
marrow. First, it was suggested that the degree of oxy- 
genation of bone marrow blood regulates the rate of \ 
erythropoiesis. Second, it was postulated that a hum- \ Oxygen Tension / 
oral substance is released in response to hypoxia and ‘ Z 
stimulates the marrow production of red blood cells. ae - 
Third, it was suggested that there are nerve pathways 
that stimulate erythropoiesis. 

Nature herself provided clinical experiments that 
shed considerable light on this matter. ERYTHROPOIETIN 


Clinical Evidence 


Occasionally, patients with patent ductus arteriosus 
have pulmonary vascular disease that leads to severe 
pulmonary hypertension. The pulmonary arterial 
pressure (normally about 20/12) rises to exceed the 
blood pressure in the aorta. The blood flow through 
the ductus may reverse itself. Instead of aortic blood 
lowing into the pulmonary artery, low-oxygen pul- 
monary arterial blood flows into the aorta. “Regional” 
hypoxia results. Only tissues supplied by arteries that 
leave the aorta distal to the ductus arteriosus are sub- 
jected to low oxygen saturations. 

In a few patients who had polycythemia as a result 


of reverse flow through a patent ductus, investigators 
made multiple bone marrow examinations. And in NORMOBLASTIC 
these instances, although the sternal marrow was well HYPERPLASIA 


oxygenated (being supplied from the aorta above the 
site of the shunt), there was marked hyperactivity of 


ted blood cell production. + 
RETICULOCYTOSI!IS, 


POLYCYTHEMIA 
(no increase in WBC’s, platelets) 


Figure 1. Schema of development of polycythemia (or reticulocytosis) 
in hypoxic states, as mediated by circulating erythropoietic hor- 
mone(s), erythropoietin. Normal bone marrow is necessary for the 
red blood cell response. 
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Thus, studies of these patients showed that red 
blood cell overproduction by the sternal bone marrow 
was not due to direct stimulation of the marrow by 
hypoxia, nor was it due to low cerebral oxygen levels. 
A circulating humoral substance seemed responsible. 
This erythropoietic stimulating factor has recently 
been termed “erythropoietin” (Figure 1). 


Laboratory Evidence 


The existence of a plasma factor capable of stimu- 
lating erythropoiesis was supported in experiments 
in which one of a pair of parabiotic (experimentally 
fused) rats breathed an atmosphere of low oxygen 
tension. Both developed polycythemia and bone mar- 
row red cell hyperplasia despite almost no interchange 
of red cells between the animals (Reissmann). Further, 
when lactating rats were subjected to intermittent 
anoxia, their offspring had increased red cells and 
hemoglobin (Grant). 

Several observers noted that plasma from anemic 
animals stimulated erythropoiesis in normal animals. 
Although in anemia, oxygen saturation of arterial 
blood inay be normal, there is reduced oxygen-carrying 
capacity and consequently, lowered oxygen content. 
Thus, “anemic anoxia” stimulates increased produc- 
tion of erythropoietin. 

The response of rats to the administration of ex- 
tracts of plasma from anemic or hypoxic animals or 
patients is the basis of several bioassay methods de- 
vised recently. There are several techniques for the 
preparation of plasma and urine, several methods for 
the administration of these preparations to the animals 
used for assay, several ways of preparing the animals 


beforehand and many methods for judging responses, 
This variety attests to the enthusiasm of the many in- 
vestigators now exploring this important and funda- 
mental subject. 


Results of Bioassays in Man 


Preliminary reports have come from several labora- 
tories. Elevated erythropoietin levels have been re- 
ported in both secondary polycythemia and polycy- 
themia vera. Increased erythropoietic activity has been 
noted in the plasma and urine of patients with Cooley’s 
anemia and sickle-cell anemia. It has been found also 
in the plasma of patients with pernicious anemia, 
blood loss anemia, acute hemolytic anemia, Hodgkin’s 
disease and aleukemic leukemia. Erythropoietic activ- 
ity was not found in plasma from patients with 
advanced carcinoma or malnutrition. 

The assay of this elusive substance (or substances) 
may clarify basic mechanisms of hematologic disease. 
A recent study of uremic rabbits by Erslev indicates 
that the anemia of these uremic animals is not related 
to the presence or absence of normal kidney tissue but 
is associated with both a decreased production of 
erythropoietin and a decreased erythropoietic re- 
sponse to this factor. 

This review provides only a bare outline. Little is 
definitely known of the physical or chemical nature of 
erythropoietin, or the way in which it works. Studies 
on the site of its elaboration have been inconclusive. 
However, it appears quite evident that erythropoietin 
is a hormone that regulates the rate of erythropoiesis. 
It is equally evident that we will soon know much more 
about it. 


Diet Link 
in Heart Disease 


diet-hormone imbalance. 


The researchers reported finding “‘significance not only in what we eat, but in what we do 


Drs. Rutu Pick, Jeremiah Stamler and Louis N. Katz, Michael Reese Hospital, Chicago, re- 
cently told the American Heart Association that coronary heart disease may stem from a 


not eat.” They found the American diet to be packed to excess with obesity that produced 


“empty calories,” high in energy but low in essential nutrients. This comes from highly re- 


fined foods such as sugar, hydrogenated oils and white flour. 


Experiments with chickens revealed that a diet deficient in methionine intensified the 
aortic and coronary lesions produced by cholesterol feeding, while a diet high in proteins 


and vitamins protected against diet-induced atherosclerosis. 


Estrogens, they found, provided protection against atherosclerosis for only the coronary 
arteries of cholesterol-fed chickens. This protective effect could be counter-acted by hypo- 


thyroidism or by exogenous insulin. 


The insulin finding “poses basic problems,” the Chicago team said, and added that, “the 
P g d tha 
possible atherogenic effect of exogenous insulin needs further vigorous exploration. 
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LYMPHEDEMA often presents a perplexing problem in 
diagnosis and management. Because of lack of famili- 
arity with various types of this condition, the diagnosis 
is confused with that of cardiac and renal disease. 
Proper treatment is thereby delayed. The condition 
worsens, often irrevocably. It is the purpose of this 
short treatise to assist in the early recognition and 
proper therapy of lymphatic disease. 

Successful treatment of lymphedema depends upon 
complete cooperation between physician and patient 
in applying physiologic and psychologic principles 
ower long periods of time. These require the applica- 
tion of modalities that are often uncomfortable and 
frequently tedious. The physician must maintain 
optimism, patience and enthusiasm. This may be diffi- 
cult in the face of slow improvement. At times he will 
be rewarded by marked, rapid improvement, especially 
in cases that involve the arm. However, in lymphedema 
of the leg, he may have to be content with simply hold- 
ing the condition in check. In many cases, without 
proper therapy the edema progresses to elephantine 
swe, causing serious difficulty and concern to physician 
and patient alike. 
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The Treatment of Lymphedema of the Arms and Legs 


WILLIAM T. FOLEY, M.D. 


Assistant Professor of Clinical Medicine and Assistant Attending Physician 
Chief of Vascular Clinic, New York Hospital 

Cornell Medical Center 

New York, New York 


Lymphedema may be of unknown etiology 

(as in congenital lymphedema and lymphedema praecox) 

or secondary to lymphatic obstruction of demonstrable cause— 
surgery, neoplasm, x-ray therapy, acute or granulomatous infection. 
Pain and secondary infection are common, as well as 

adverse psychologic responses to the cosmetic defect. 

Differentiation from venous insufficiency may be difficult. 

Effective therapeutic measures include elevation 

and compression of the extremity, physiotherapy and activity, 

salt restriction and diuretics. Buried sutures and hyaluronidase 


provide no additional benefit. 


Classification of Lymphedema 


The 1953 edition of the Nomenclature and Criteria 
for Diagnosis of Diseases of the Heart and Blood Vessels 
(New York Heart Association) defines and classifies 
lymphedema as follows: 

Lymphedema. This refers to edema resulting from 
obstruction of lymphatic flow. Microscopically, the 
early changes consist of dilatation of the lymphatics 
and widening of the tissue spaces due to edema. In 
long-standing lymphedema there is proliferation of the 
connective tissue, often a variable degree of inflamma- 
tory cell infiltration, pigmentation and fibrotic thick- 
ening of the dilated lymphatics. 

Clinically, the changes can be correlated with the 
fact that at first the edematous tissue is compressible 
(‘soft edema’) but later the swollen tissue is firm 
(so-called “brawny induration” or “hard edema”). 
It is characteristically pale, in contrast to the cyanosis 
or rubor seen with venous stasis. The term “‘elephan- 
tiasis”’ is used for the grotesque deformities of the more 
severe types. Lymphedema may be “primary” (better 
designated as “‘idiopathic”), or “secondary.” 
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I. Primary, or idiopathic lymphedema. 

A. Congenital (Milroy’s disease). This is a heredi- 
tary, congenital, nonpainful lymphedema in- 
volving all or part of one or two extremities. 
It may be unilateral involving the upper and 
lower extremities and, rarely, additional areas 
may be involved. 

B. Praecox. This refers to a clinical syndrome 
affecting young females much more often than 
males. The lymphedema usually appears be- 
tween the ages of 15 and 35, involving first the 
feet, later ascending to involve the legs and 
thighs. 

Il. Secondary lymphedema is due to: 

A. Surgical removal of lymph nodes. 

B. Neoplastic invasion of lymph nodes, either by 
primary or metastatic neoplasm. 

C. Lymphadenitis following : 

1. X-ray treatment. Fibrosis and scarring, en- 
hanced by x-ray, may cause obstruction of 
the lymphatics and resultant edema. 

2. Pyogenic infection. 

3. Granulomas due to: 

a. Filariasis. 

b. Lymphogranuloma venereum. 
c. Tuberculosis. 

d. Syphilis. 

D. Dependent edema. Edema of the legs may follow 
prolonged sitting, as during long trips by auto, 
rail or air. It has been reported in persons 
seated for many hours in air raid shelters. 

Some complicating factor is usually present, 


DIFFERENTIAL DIAGNOSTIC FEATURES: LYMPHEDEMA VS. THROMBOPHLEBITIS. 


such as a girdle that folds and binds the ¢:oin 
when seated, or a chair with a firm edge that 
presses on the thighs. If the edema is pale. the 
obstruction is lymphatic. If it is cyanotic, a 
complicating phlebitis may be present. 


Clinical Features 


The most common form of lymphedema of the arm 
follows radical mastectomy. This type of lymphedema 
is characteristically a progressive, disabling and often 
painful condition. In some cases, the swelling occurs 
soon after operation; in others, edema formation may 
not develop for as long as five years. It usually appears 
first in the hand and accumulates proximally, although 
in some of our patients, the reverse has been true. The 
increased weight of the arm pulls on the nerve roots, 
causing a neuralgia. The pain often disappears when 
the swelling is reduced by treatment. 

Swollen arms and legs are esthetically disturbing. 
They may be devastating to the ego of otherwise well- 
adjusted women. Several of our patients have been 
recluses until reduction in swelling encouraged them 
to abandon their seclusion. Even minor degrees of 
swelling may be sufficient to keep women from engag- 
ing in activities requiring a costume that reveals the 
abnormality. 

Edematous extremities are very often the site of 
attacks of cellulitis and erysipelas. It is apparent from 
this simple clinical observation that tissue immunity is 
reduced in these areas with slow lymph flow. The fact 
that lymph flow is slow is readily demonstrated by the 


LYMPHEDEMA 


‘THROMBOPHLEBITIS 


Color of leg (horizontal position) Pale. 


Usually slightly cyanotic. 


Veins Usually hidden by edema. Collateral veins often prominent. If patient has 
had previous attacks, varices may be present as 
well as plexi, usually around the ankle. 

Pigment deposits None. In presence of long-standing venous insufficiency, 
there is often much brown hemosiderin deposition 
around ankles and shins, 

Inflammation Cellulitis is usually diffuse. Red, hot, tender venous cords are pathognomonic. 

Tenderness None, except in presence of | Marked tenderness to deep pressure. Homans’ 

cellulitis. sign is sometimes present. 
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Figure 1. The Foley arm edema stand—(a—left) in use with the 
patient in bed; (b—center) patient seated in a chair; (e—right) 


intracutaneous injection of dyes in the manner de- 
scribed by McMaster. A simple furuncle that is quickly 
healed in a normal arm may become a large spreading 
infection in one with lymphedema. Elevation, moist 
heat and appropriate antimicrobial drugs are usually 
quickly curative. 

The etiology of edema of an extremity following sur- 
gery is a controversial subject. It is sufficient to say 
here that the surgical and radiation destruction of 
main lymph channels often does not leave sufficient 
patent vessels for adequate drainage. Fluid accumulates 
in the tissue spaces. In time, there is a connective 
tissue proliferation that converts the boggy areas into 
a fibrotic mass. 

The most common form of swollen leg we are called 
on to treat is that of lymphedema praecox. This condi- 
tion usually occurs in young women, rarely in men. 
It develops most frequently shortly after the onset of 
the menses. Occasionally, some cases occur as late in 
life as 40 years of age. The later it appears, the milder 
itis apt to be. 

Edema starts in a single foot and ankle. At first, only 
a slight puffiness is present. Gradually it increases, 
spreading up the leg, sometimes involving tissues of 
the thighs and buttocks. It may be unilateral for many 
years before starting in the other leg. In the beginning, 
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closeup showing attachment of arm to bridle by, means of foam 
rubber pads and elastic bandage. 


the edema is reduced during the night and develops 
during the waking hours when the patient is up. Any 
constricting garment, such as a circular garter or gir- 
dle, causes it to incse*se. Girdles are particularly 
harmful, for they are designed for women in the up- 
right posture only. When women sit, the girdle 
stretches, exerting pressure across the groin, and it 
acts as a tourniquet to impede lymph flow. Sitting for 
many hours in vehicles, theaters or card-playing ses- 
sions is a strain on even a normal lymph system. 

Good lymph flow requires body movement. During 
active sports or walking, the edema tends to decrease. 
Walking in deep water produces the unique situation 
of a maximum compression pressure at the foot, de- 
creasing progressively up the leg. When this is com- 
bined with the pumping action of muscular motion, it 
presents an ideal method of squeezing fluid out of the 
leg. 

The etiology of lymphedema praecox is completely 
obscure. Clinically, it seems as if there were a con- 
genital blockage of the lymph channels or simply that 
the total lymph drainage system is not efficient enough. 
Kinmonth and Taylor have shown that the lymph 
trunks are dilated and the valves defective. Because of 
the frequent episodes of cellulitis, the condition is 
often confused with thrombophlebitis. The chart of 


85 


he 
of 
m 
18 
ct 
he | 
er | 


wit 


Figure 2. (Case 2). Elastic Foley sleeve in place. 


differential points may be helpful in establishing a 
diagnosis (Table 1). ; 


Medical Management 


The judicious application of sound physiologic 
principles is the essence of treatment of lymphedema. 


GRAVITY 


Edema of the arms or legs is invariably reduced 
by prolonged elevation which, as is readily de- 
monstrated, reduces venous pressure and increases 
the speed of lymph flow. Elevation of the lower ex- 
tremities is easily accomplished by placing blocks 
under the bed posts, at the foot. Six to eight inches is 
the maximum elevation that is well tolerated. Raising 
the entire foot of the bed in this manner is much more 
comfortable and far more practical than either raising 
the mattress alone or placing pillows under the legs. 
Patients who sleep with their feet elevated receive good 
lymph drainage in the legs for at least one-third of each 
day. 


Sleeping with the arm in maximum elevation is a 
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Figure 3. (Case 1). Massive postmastectomy lymphedema. 


much more difficult problem. After a number of years 
of experimentation with various measures and meth- 
ods, an apparatus was designed to maintain the arm in 
maximum elevation, and to allow the patient to move 
about in bed, as well as from side to side (Figures la, b 
and ¢). 

This apparatus uses the principle of traction with 
enough counterweights to balance the arm exactly. It 
is most important that no constricting bandages be 
used to attach the arm to the traction. Under tension, 
they will act as tourniquets. Instead, foam rubber pads 
are loosely applied to the arm by an elastic bandage. 
The friction of the foam rubber against the skin is 
enough to secure it. A halter snap allows the patient 
to disengage herself quickly from the apparatus. 

Before placing any limb in elevation, it is necessary 
to make sure that the arterial supply is adequate. in 
the presence of arterial insufficiency, grave damage 
may be done by elevation of the part. If the radial or 
pedal pulses are present and pallor does not develop 
on elevation, good arterial flow is indicated. Inter- 
ference with the radial pulse is sometimes caused by 
changing the position of the arm. This pulse should 
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Figure 4. (Case 1). Twelve days later. Most of the edema fluid has 
cleared under medical regimen. 


be palpated in the position of extension to be sure of its 
quality (hyperabduction syndrome). 

We have never failed to obtain satisfactory reduction 
in the size of swollen arms of women who have con- 
sented to enter the hospital for the inception of ther- 
apy. Maximum elevation can be applied without inter- 
tuption. Patients learn the therapy and cooperate 
more fully than if they are simply given instructions to 
carry out at home. 


COMPRESSION 


Edema fluid drains out of the extremities in eleva- 
tion. It tends to reaccumulate in dependency. Elastic 
stockings should be worn on the legs or an elastic 
sleeve on the arm when the patient is up and about. 

The stocking should be made to measure. It should 
fit snugly and start just above the toes. In the foot 
area, a compression of 40 mm. Hg should be provided. 
The pressure should gradually fall as the stocking 
progresses up the leg. In most cases, the stocking may 
end just below the bend of the knee. When edema of 
the thigh is also present, the stocking should continue 
nearly to the groin. 
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Figure 5. (Case 2). Lymphedema of the arm, hand and fingers. 


Most long stockings tend to buckle in back of the 
knee, giving a tourniquet effect in the popliteal space 
on walking. Recently, orlon stockings have appeared 
on the market. Long ones of this material require a 
garter belt to hold them up. They are strong enough 
to give adequate support, but still light enough not to 
buckle. 

The elastic sleeve has been improved by use of the 
new orlon material. The sleeve should start at the base 
of the fingers and should have an opening for the 
thumb, large enough to give it full play. A pressure of 
40 mm. Hg at the distal end of the sleeve, gradually 
falling to 15 mm. Hg at its termination in the upper 
one-third of the arm is adequate compression (Fig- 
ure 2). 


PHYSIOTHERAPY 


Massage in the direction of the lymph flow toward 
the heart increases the speed of flow. We recommend 
effleurage each evening for ten minutes, self-adminis- 
tered. While in the hospital, massage may be per- 
formed more frequently. 


The Jobst Company has developed a tight sleeve 
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Figure 8. (Case 3). Two months later, hand is free of swelling. Figure 9. (Case 4). Massive, long-standing lymphedema praecox 
in a 23-year-old girl. 
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ined with inflatable balloons. The balloons are al- 
fernately inflated by a pump which works on an 
automatic device. We have found it of great value in 
“milking out” the fluid in lymphedematous arms and 

8. 
I rotherapy, in the form of walking in deep water 
is helpful in forcing edema fluid from legs, as has 
already been mentioned. 


DEHYDRATION 


The disappearance of edema fluid can be hastened 
by a low salt diet and daily diuretics. We employ a 
20 Gm. salt diet and daily injection of 1.0 to 2.0 cc. 
mercaptomerin (Thiomerin). Fluids are not restricted. 
This regimen is maintained only during the first 
week of hospitalization. 


ActIvITY 


Patients are encouraged to resume full activity 
and sports, wearing their elastic stocking or sleeve. 
The pumping action of muscular movement on venous 
return and lymph flow is well known. 


SUGGESTED MEASURES 


Buried sutures. Handley in 1908 described the use of 
nonabsorbable sutures in the treatment of postmastec- 
tomy swelling. In an open surgical procedure, he 
implanted silk sutures extending from normal tissue 
in the shoulder well down the arm into the lymphede- 
matous areas. Ransohoff in 1945 redescribed this 
procedure using nylon thread. In 1951, Zieman modi- 
fied it. He devised a procedure of implanting nylon 
sutures through long hollow needles, withdrawing the 
needles, and leaving the sutures behind. The method 
has simplicity and safety as its advantages. It may be 
performed as an office or outpatient procedure. 

Sutures were implanted in ten patients with lym- 
phedema under my supervision. Five of them had 
postmastectomy edema of the arm, and five had lym- 
phedema praecox of the legs. In two of the patients, 
the open surgical implantation of Handley was used 
by Jere Lord and William Terwilliger. In addition one 
of these patients was also given sutures by the Zieman 
technique. The other eight patients received buried 
sutures by the Zieman technique alone. 

All patients had had their edema reduced as far as 
possible by the medical regimen outlined above. The 
buried sutures did not result in any further improve- 
ment. 

Hyaluronidase. During recent years the enzyme 
hyaluronidase has received wide use in a variety of 
clinical conditions. It hydrolyzes hyaluronic acid, 
a viscous polysaccharide found in the interstices of 
tissues, which helps constitute the normal interstitial 
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MEASUREMENTS OF LEFT UPPER EXTREMITY 


CIRCUMFERENCE IN CASE 1. 


Hand, 
Date cm. 


Maximum 


11-19-51 
12-31-51 
1-24-52 
2-27-52 
4- 2.53 22.5 
2- 2-54 
6-18-56 


28.0 
23.8 
23.5 


MEASUREMENTS OF LEFT UPPER EXTREMITY 


CIRCUMFERENCE IN CASE 2 (CM.). 


July 8, 
1948 


July 28, 


Hand—above metacarpal bulge 18.5 
Wrist - 
Maximum forearm 25.0 
Maximum midbrachium 27.0 


MEASUREMENTS OF LEFT UPPER EXTREMITY 


CIRCUMFERENCE IN CASE 3 (CM.). 


May 26, 
1950 


Hand—above metacarpal bulge 18.5 
Wrist 15.5 
27.0 
28.4 


Maximum forearm 
Maximum brachium 


Maximum 
forearm, arm, 
cm. em. 
44.5 52.1 
34.9 39.9 
35.6 37.8 
33.7 38.2 
| 34.4 36.8 
34.2 36.7 = 
Table 2. 
1948 1950 
18.1 iso 
14.7 14.7 
20.0 19.7 
Fe 22.0 21.0 
Table 3. | 
Oct. 18, Oct. 10, 
| 1950 1954 
17.0 5 
15.0 15.0 
25.0 24.8 
28.0 27.6 
Table 4. 


Figure 10. (Case 5). Lymphedema praecox in a 23-year-old 
secretary. 


barrier, commonly called the cement substance or 
mesenchymal interfibrillar substance. The breakdown 
of this barrier by the enzyme greatly facilitates the 
absorption of injected fluids. In a recent review of 
the subject, Britton and Habif conclude: 

“Its value has been well established in speeding the 
administration and absorption of parenteral fluids and 
drugs, in producing greater area and effectiveness of 
local infiltration anesthesia, in treating specific meta- 
bolic disorders and in dispensing and enhancing 
diffusing of traumatic and pathologic fluid collections.” 

The success of this agent in aiding in the disap- 
pearance of certain types of swellings suggested the 
possibility of using it in lymphedema. Lancet also has 
commented editorially on this possibility of using it in 
treatment of this disease. 

Hyaluronidase was given a thorough trial in nine 
cases, six of postmastectomy lymphedema of the arm 
and three of lymphedema praecox of the leg. The 
dosage employed varied from a minimum of 150 TRU 
(turbidity reducing units) to a maximum of 1,500 
TRU at one time. 
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Figure 11. (Case 5). Elastic stocking in place. Note that it ends 
below the knee. 


No further reduction in swelling resulted. These 
results have been confirmed by the recent work of 
Mufson and his group. 

Sympathectomy. Lumbar sympathectomy is often rec- 
ommended for the treatment of lymphedema. I believe 
this is an illogical procedure. Most patients are made 
worse by it (see Case 4). The surgical incision cuts and 
damages lymphatic channels that are badly needed. 


Case Histories 
SECONDARY LYMPHEDEMA 


Case 1. Mrs. L.E. is a 59-year-old woman who had 
a left radical mastectomy for carcinoma in 1942. This 
was followed by deep x-ray therapy. There was no 
wound infection. The arm commenced to swell shortly 
thereafter. 

In one year it had reached a large size. Despite 
two surgical attempts to reduce the lymphedema, the 
arm gradually became larger. When first seen by me on 
November 19, 1951, it had reached a massive size 
(Figure 3). She had developed intense root pain in the 
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neck and shoulder. The arm was “too heavy to carry 
ground.”’ She had become a recluse. 

She was hospitalized and given the regimen of 
devation, massage, dehydration and compression out- 
lined previously. A very great improvement was ob- 
fained in a period of 12 days (Figure 4, Table 2). There 
fad been a great loss of edema, leaving loose, baggy 
skin. The root pain had disappeared, and she was 
discharged from the hospital with instructions to sleep 
with the arm elevated in the traction apparatus, to 
wear the elastic sleeve during the day and to massage 
the arm each night for ten minutes. 

The woman continues to follow that outline of 
therapy and has maintained improvement (Table 2). 
The loose, baggy skin contracted to the size of its 
contents. The cosmetic appearance has improved 
greatly. The former great weight of the arm was re- 
lieved, and with it the pain from nerve root traction has 
disappeared. Hyaluronidase failed to give further de- 
crease in swelling. 

Case 2. Mrs. M.J. is a 65-year-old weman who had 
left radical mastectomy in November, 1945, for cana- 
licular scirrhous carcinoma of the left breast. There 
were no detectable axillary metastases. Swelling of the 
arm developed following operation. It commenced first 
in the brachium. Slowly through the course of the 
next three years the swelling involved the lower arm, 
wrist and hand. The swelling usually subsided when the 
patient elevated her arm on a pillow, but during the 
two months immediately preceding vascular consulta- 
tion, the swelling apparently became more fixed. 

The patient was seen by me on July 8, 1948. She 
was a tiny woman and was very apprehensive and 
disturbed about the appearance of her swollen hand 
(Figure 5). There was a large elliptical surgical scar 


MEASUREMENTS OF RIGHT LOWER EXTREMITY CIRCUMPERENCE IN CASE 4 (CM.). 


across the left anterior thorax extending into the 
axilla. The axilla was deep; no nodes were palpable. 
Oscillometric readings were normal. The entire arm 
was swollen. The brachium and lower arm were in- 
durated, and the swelling did not pit, although the 
hand and fingers had a soft edema which pitted readily. 
Measurements are shown in Table 3. Treatment con- 
sisting of nightly elevation and massage, and the use 
of an elastic sleeve and a snugly fitting surgeon’s 
rubber glove was started at once. 

Four weeks later the swelling was entirely cleared in 
the fingers, and hand. There was marked reduction in 
the forearm and arm. The rubber glove was discarded. 
After six months, the elastic sleeve (Figure 2) was also 
eliminated. On the patient’s last visit, eight years 
after beginning treatment, only a slight thickening 
remained in the forearm and arm (Figure 6). She 
continues to sleep with the arm elevated. 

Case 3. Miss M.B. is a 53-year-old woman who had a 
left radical breast amputation for carcinoma on October 
14, 1949. One month later swelling developed in the 
arm. The area adjacent to the elbow became stiff and 
hard. In May, 1950, the hand and fingers became 
swollen. 

The patient appeared for vascular consultation on 
May 26, 1950. At that time the only abnormalities 
were the surgical incision and the swollen arm. For a 
distance of 10 cm. above and below the elbow there 
was a woody, dense edema. It was pale and firm. The 
upper arm was swollen but soft, while a very soft 
edema was present over the forearm, hand and fingers 
(Figure 7). Oscillometric studies were normal. 

The patient was not hospitalized. She was instructed 
to suspend the arm in elevation at night, wear an 
elastic sleeve and massage the arm daily. The swelling 


Foot at 


Date 


25. cm. 


12.22.50. 
46.53 
"5.8.53 
3-156 
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bone ankle calf Knee 
23.5 21.6 40.2 45.1 57.6 
3, 25.8 27.9 44.2 51.6 64.9 
Table 5. ; 


MEASUREMENTS OF LEFT LOWER EXTREMITY CIRCUMFERENCE IN CASE 5 (CM.). 


Minimum 
Date ankle 


Maximum 


Thigh, 
10% cm. 
above knee 


10-10-52 
12-26-52 
3-20-56 


21.2 
20.6 
19.8 


45.6 
45.0 
44.2 


Table 6. 


left the fingers, hand and wrist rapidly (Figure 8). It 
has slowly subsided elsewhere. On the patient’s last 
visit, October 10, 1954, the area around the elbow was 
soft. Table 4 gives measurements made in this patient 
following therapy. 


LYMPHEDEMA PRAECOX 


Case 4. Mrs. A. McF. is a 23-year-old stenographer, 
who was first seen on December 22, 1950. She gave 
a history of having developed swelling in the right 
foot and leg in 1947. In June, 1949, a right lumbar 
sympathectomy was performed in another hospital. 
As has been repeatedly noted before in similar patients, 
following sympathectomy the leg rapidly increased in 
size. When first seen on December 22, 1950, she had 
developed massive edema extending from the waist to 
the toes on the right side (Figure 9). 

On medical management, the edema was held in 
check during the next eight months. A paronychia 
developed in the right great toe. She was admitted to 
New York Hospital for surgical treatment of this in- 
fection, and responded well. She was given an intensive 
course of hyaluronidase, injected daily into the edema- 
tous tissue. While in bed, the edema subsided some- 
what (Table 5, May 8, 1953), but when up and about, 
even with her elastic support, it recurred and reached 
its previous size. When last seen on November 14, 
1953, the edema was slowly increasing. This type of 
case is the most difficult to manage. She was seen only 
after the edema was massive. A sympathectomy had 
been performed. Not only is this of no value in aiding 
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lymphedema, but surgical incision and dissection 
further impede and damage the lymph channels. 

This patient represents a rapidly progressing, ad- 
vanced state of lymphedema, successfully retarded by 
a medical regimen. At present writing, September, 
1957, she is pregnant and near term. Continuous medi- 
cal regimen has been effective in preventing further 
swelling. 

Case 5. Mrs. N.M. was a 23-year-old office worker 
when first seen in October, 1952. She stated that her 
left leg had commenced to swell three years previously. 
At first the foot was puffy. Later the edema ascended 
to the ankle. After a year it involved the thigh. Swelling 
gradually increased (Figure 10). Several episodes of 
cellulitis and erysipelas had occurred. Each had been 
associated with high fever. 

She was placed on the medical regimen outlined 
above. The swelling improved only slightly; however, 
the advance of the condition was checked. She has 
been followed at regular intervals for four years, in- 
cluding two full-term pregnancies. An intensive course 
of hyaluronidase failed to give any further improve- 
ment. As long as she wears her stocking and follows 
a good hygienic regimen, she will maintain her im- 
provement (Figure 11, Table 6). 
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Denver, Colorado 


MODERN SURGICAL CARE requires the frequent adminis- 
tration of fluids and electrolytes intravenously. Studies 
of the electrolyte concentrations of normal and patho- 
logic fluid losses have revealed patterns for each of 
many clinical situations. Because of this, there has 
been a trend among manufacturers to provide simplifi- 
cation for the clinician by supplying him with specific 
electrolyte solutions for each such problem. In our 
opinion, this has only complicated a field which is not 
simple at best. 

Recently, therefore, we have conducted intravenous 
therapy in a fashion which is predicated upon a basic 
knowledge of fluid and electrolyte physiology. This 
program combines simplicity and accuracy in comple- 
mentary proportions and tailors the therapy to the 
individual need. 


Principles of Therapy 


Therapy is considered in terms of deficit, normal 
maintenance and current loss. Within these categories, 
fluid and electrolytes are calculated independently on 
the basis of clinical and laboratory determinations. 
The total needs of water and of each electrolyte are 
computed, and then a prescription is written which 
includes an approximation of volume and rate of 
administration. The concept assumes that in the ab- 
sence of evident renal, endocrine or cardiac dysfunc- 
tion, the patient is capable of utilizing advantageous- 
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Intravenous therapy for surgical patients can be simplified only 
through an understanding of fluid and electrolyte physiology. 
Then the administration of fluids can be based 

on the individual patient's deficits, maintenance requirements 
and current losses. The measurement or calculation 

of specific quantities required and the delivery of “tailor-made” 
solutions make for safe and accurate treatment. 


HENRY SWAN, M.D., HENRY C. CLEVELAND, M.D. 


AND ALLAN B. KORTZ, M.D. 
Department of Surgery, University of Colorado School of Medicine 


Individual Intravenous Therapy for Surgical Patients 


ly the materials presented. Fortunately, most surgical 
patients fall in this category. 


ILLUSTRATIVE CASE 


As an example, let us assume that a 63-kg. man is 
admitted to the hospital with a three-day history of 
upper gastrointestinal obstruction. By physical ex- 
amination (skin, mucous membranes), it is estimated 
that his degree of dehydration is moderate (a deficit of 
water equal to about 5 per cent of total body weight). 
His deep tendon reflexes are present, but sluggish. 
Laboratory contributions are : hematocrit = 53 per cent; 
Cl-=84 mEq./L.; NPN =45 mg. per cent; urine spe- 
cific gravity = 1.028. 

Renal function appears good, and our problem pre- 
sents as one of fluid and electrolyte imbalance. Experi- 
ence has shown that we should be able to correct this 
in 24 hours. 


MILLIEQUIVALENTS 


Essential to the use of our system is the measurement 
of all ions in terms of milliequivalents per liter. Cer- 
tainly, values of chloride in milligrams or in terms of 
milligrams of NaCl have no clinical application. Quanti- 
ties of bicarbonate expressed as volumes per cent of 
CO, are equally unwieldy. Ions are electrochemical 
units and, as such, must be regarded in units of elec- 
trochemical equivalence. 

How much water is required? Fluid deficit (5 per 
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cent of 63 kg.) is 3,150 ml. In addition, his estimated 
normal daily requirement (2,000 ml.), plus an antici- 
pated nasogastric loss (2,000 ml.), brings his probable 
need to 7,150 ml. of liquid for the 24 hours of treat- 
ment. 

The chloride ion is almost entirely extracellular. 
Chloride deficit per liter (103—84=19 mEq.), multi- 
plied by the number of liters of extracellular fluid 
(ECF = Body weight X20 per cent) = (63 kg. X20 per 
cent = 13 liters), yields a total body deficit of 247 mEq. 
of chloride (19 x 13 = 247). When a daily maintenance 
ration of 70 mEq. and the continuing nasogastric loss 
(possibly 200 mEq.) are added, a total need of around 
520 mEq. of chloride is obtained. 

In the absence of a more direct determination, so- 
dium deficit per liter of extracellular fluid may be es- 
timated in a patient with good renal function by adding 
12 to the sum of the serum bicarbonate and chloride 
ions in milliequivalents per liter, i.e.: (35 mEq.+84 
mEq. + 12mEq. = 131 mEq. of Na*/L.) (We again em- 
phasize that this method of ascertaining the serum 
sodium concentration applies only where significant 
renal, cardiac or endocrine disease is absent.) The 
computation is based upon the classical plasma elec- 
trolyte partition of Gamble (Figure 1). 

Since, in the type of patients discussed, the sodium 
ion may be considered for practical purposes as es- 
sentially extracellular, estimates similar to those for 
chloride may be made. Total deficit (142 mEq.—131 
mEq. = 11 mEq.; 11 mEq. X13=143 mEq.), plus the 
daily ration (70 mEq.) and the continuing nasogastric 
loss (possibly 120 mEg.), suggests administration of 
about 330 mEq. of sodium. 

We shall replace potassium on the basis of 40 mEq. 
per day of absent oral intake (three days of illness plus 
one day of therapy=4 days=160 mEq. of K*) plus 
15 mEq. for each liter of subsequent nasogastric loss. 
Accordingly, 200 mEq. should be adequate for the first 
24 hours. 

Our prescription, therefore, shall contain approxi- 


=-+ Protein+ Organic Acids 
Not4+5+5+3= HCO; +Cr4+1+2+16+6 
Neo*= HCO; 


Figure 1. Plasma electrolyte partition of Gamble. The sum of the 
anions or cations is 155 mEq. per liter. 
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mately: 7,150 ml. of fluid, 520 mEq. of chloride, 330 
mEq. of sodium, and 200 mEq. of potassium. 


METHOD OF ADMINISTRATION 


How may this be administered easily ? 

Our basic fluid administration unit is a “‘short-(ill” 
liter flask containing 900 ml. of 5 per cent dextrose in 
water (prepared by Don Baxter, Inc.). Such a flask 
can hold 1,070 ml. before fluid leaks from the air vent 
when the bottle is inverted, thus permitting addition 
of 170 ml. to the 900 ml. already present. 

The commonly used ions in the form of sodium 
chloride, sodium lactate, potassium chloride and am- 
monium chloride have been supplied in 50-ml., single 
injection vials in a concentration of one milliequivalent 
of ion per ml. Sodium chloride appears in a 100-ml. 
vial as well. (Don Baxter, Inc. now has sodium chloride, 
sodium lactate and ammonium chloride available com- 
mercially in 30-ml. vials in a concentration of 3 mEq.- 
/ml., and potassium chloride in 30 ml. vials in a con- 
centration of 2 mEq./ml. We suggest solutions con- 
taining 1 mEq./ml. for uniformity and as automatic 
check against hypertonicity in delivery flasks.) 

The daily fluid order for each patient is filled with 
the determined number of 900-ml. units. To these are 
added the various ions in combination and quantity 
as indicated. Since no more than 170 ml. (170 mEq. 
of ion) may be added to each flask, accidental hyper- 
tonicity is avoided with these 1 mEgq./ml. solutions. 
If hypertonicity is desired, it may be achieved by with- 
drawing fluid from the flask before adding electrolyte. 

In our example, the estimated requirements would 
be met approximately with seven flasks (6,300 ml.) 
containing a total of 330 mMols. of NaCl (330 mEq. 
of each ion—330 ml. of our solution), and 200 mMols. 
of KCl (200 ml. of our solution). The contents of each 
flask could be arranged as shown in Table 1. 

Sufficient flexibility is present to allow addition of 
fluid and electrolyte as the course of the patient might 
indicate. Particularly, additional electrolyte may be re- 
quired to render the retained “fluid of hydration” 
isoionic. 

The specific intravenous therapy orders are written 
in prescription fashion, 1. e.: 

A. Fluid orders: 

1. Bottle #1: 900 ml. of 5 per cent D/W 

2. Bottle #2: 900 ml. of 5 per cent D/W 
a. 100 ml. of NaCl 
b. 40 ml. of KCl 

3. Bottle #3: 900 ml. of 5 per cent D/W 
a. 40 ml. of KCl 

4. Bottle #4: 900 ml. of 5 per cent D/W 
a. 100 ml. of NaCl 


b. 40 ml. of KCl 
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5. Bottle #5: 900 ml. of 5 per cent D/W 
a. 40 ml. of KCI 

6. Bottle #6: 900 ml. of 5 per cent D/W 
a. 100 mi. of NaCl 
b. 40 ml. of KCl 

7. Bottle #7: 900 ml. of 5 per cent D/W 

B. Rate of Administration: 

1. Flow at 75 drops per minute; 300 ml. per 
hour. Most intravenous therapy units de- 
liver 15 drops to the milliliter. Therefore: 
drops per minute 

15 
drops per minute X 4 = ml. per hour. 

Preparation of the flasks is performed by the ward 
nurses, and the contents of each, plus the intended 
patient’s name, are plainly marked on the label. 

It has been our policy to leave all the flasks for 
each daily order at the patient’s bedside until afternoon 
ward rounds. In this way, rate of administration, as 
well as quantity of fluid and electrolyte being given, 
may be checked by noting the number of full and 
empty flasks and their labels. 

Certain safeguards are to be observed when any pa- 
tient receives large volumes of fluid intravenously. To 
prevent overloading the cardiovascular system, the 
lung bases should be auscultated and the venous pres- 
sure checked frequently. The latter is readily per- 
formed if a three-way stopcock is introduced between 
the hub of a large needle and the tip of the tubing at 
the initial venipuncture. To assess the net balance of 


X 60 = ml. per hour; 
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fluid therapy, an indwelling urethral catheter is in- 
serted and the hourly urinary output and specific 
gravity noted. Hourly urine outputs of 25 to 35 ml. 
are desired, and deviations from this range are ad- 
justed by altering the rate of flow of the intravenous 
fluids. Measurable fluid losses (urine, nasogastric 
aspirate, liquid stools) should be totaled every eight 
hours, and the indicated alterations in therapy made. 


Results 


More than 200 adult surgical patients have received 
intravenous therapy under the program outlined. Of the 
first hundred patients, sexes were evenly distributed ; 
the average age was 55.7 years, with a range of 16 to 
86 years; and average duration of intravenous thera- 
py was 5.35 days, ranging from one to 30 days. 

The therapy of the ten most difficult cases was re- 
evaluated in terms of those solutions commonly found 
in hospital pharmacies. In each case identical treat- 
ment could have been administered by various com- 
binations of stock solutions. However, it would have 
been necessary to use fractions of many bottles to 
achieve the proper volume-electrolyte relationship. 

We have had no evidence of a break in sterile tech- 
nique associated with the filling of the many prescrip- 
tions, or of infections or pyrogenic responses. 

Members of our house staff believe this approach 
facilitates more accurate intravenous therapy, with 
greater appreciation of each patient’s need. 
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NaCl KCl : 
Flash Solution Solution ~ Total 
in (ml.) (ml.) Nat ar Volume . 
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of Therapy with Tolbutamide 


AND NORMAN H. ENGBRING, M.D. 


Department of Medicine, Marquette University School of Medicine 


and the Milwaukee County General Hospital 
Milwaukee, Wisconsin 


IT Is KNOWN that the oral administration of certain 
arylsulfonylureas causes reduction of the blood sugar 
of normal individuals and certain types of diabetic 
patients. Studies on these compounds have concerned 
themselves with (a) the important problem of their 
mechanism of action; (b) possible acute or chronic 
toxic effects, such as effects on the bone marrow, skin 
and liver; (c) clinical studies to determine the type of 
diabetic patient most likely to experience a favorable 
response. 

At the present time it must be concluded that the 
mechanism whereby arylsulfonylureas lower the blood 
sugar is unsettled. However, there is much evidence to 
suggest that their major action is not like insulin. Also, 
present evidence indicates that at least one of these 
compounds (tolbutamide or Orinase) is relatively non- 
toxic. Furthermore, it has been learned that, in gen- 
eral, the arylsulfonylureas are most likely to be effec- 
tive in the elderly or middle-aged diabetic who needs 
less than 40 units of insulin daily, particularly if he 
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Tolbutamide has been advocated as a substitute for insulin, 
particularly in diabetics who require no more than small amounts 
of insulin for control of their diabetes. 

This new agent is acknowledged to be nontoxic, and previous reports 
have shown its effectiveness. Yet, the cases reported here indicaic 

a serious risk—the surprise development of diabetic acidosis 

when tolbutamide replaces insulin. 

This fact tempers the enthusiasm for use of this new agent. 


Diabetic Acidosis as a Complication 


WILLIAM W. ENGSTROM, M.D., MONA M. RUWALDT, M.D. 


does not become ketotic on withdrawal of insulin. 
Herein lies the rub. 

We recently have observed two patients, aged 41 and 
74 years respectively, in whom diabetic acidosis was 
precipitated by the substitution of tolbutamide for 
insulin. Neither patient had required large amounts of 
insulin for control, and neither had previously been in 
acidosis or coma. Since tolbutamide recently has been 
put on the market for general use, it seems possible to 
us that serious reactions of this type may prove to bea 
common “complication” and that a considerable mor- 
bidity may accompany widespread use of the drug. 


Illustrative Cases 


Patient E.D. was a 74-year-old slender bachelor 
whose diabetes became apparent eight years pre- 
viously with polydipsia, polyuria and polyphagia. The 
diabetes was controlled with diet and insulin. He was 
meticulous about his habits, tested his urine faithfully 
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and maintained his weight at the usual 110 to 116 
nds. For the first five years, glycosuria was reason- 
ably well controlled with 15 to 20 units of protamine 
insulin. For the next two years, the usual insulin dose 
prescribed was 18 to 20 units of NPH insulin, and in 
the past year 15 to 18 units of Lente insulin. Through- 
out this time it was recognized that insulin reactions 
could be rather easily provoked by increasing the in- 
sulin dose slightly above usual, or by moderate exer- 
cise. Furthermore, his renal threshold for sugar 
seemed somewhat below normal. Fasting blood sugars 
varied between 78 and 220 mg. per 100 ml. of blood. 
Because he was an elderly diabetic who had never 
been in acidosis and who required rather small 
amounts of insulin, a trial of tolbutamide was insti- 
tuted in the out-patient department. On June 11, the 
fasting blood sugar was 195 mg. Tolbutamide was 
prescribed in a dose of 1.0 Gm. three times daily for 
two days and 0.5 Gm. three times daily thereafter. 
The insulin dose was decreased to 10 units of Lente in- 
sulin. One week later the fasting blood sugar was 140 
mg., and he reported that his urine had been almost 
continuously sugar-free. The insulin dose was de- 
creased to 5 units, and the tolbutamide increased to 
1 Gm. twice daily. Two weeks after starting therapy 
with tolbutamide, he reported that his urine had con- 
tained only a trace of sugar, and the fasting blood 
sugar was 160 mg. On this date the small amount of 
insulin was stopped, and the tolbutamide increased to 
1 Gm. three times daily. Two days later the patient 
was admitted to the hospital in moderately severe 
diabetic acidosis. 

On admission there was mental confusion, moderate 
overbreathing and anorexia. The blood sugar was 337 
mg. and the serum bicarbonate 10 mEq. per liter. The 
urine was ‘4 plus” for sugar and acetone. Treatment 
in the first 24 hours required 180 units of regular in- 
sulin and intravenous sodium chloride and glucose in 
water. No associated infection or intercurrent compli- 
cation was apparent. 

Patient L.W. was a 41-year-old diabetic female 
whose diabetes began five years previously with poly- 
dipsia, polyuria and weight loss. Her grandmother and 
an aunt had diabetes. For two years, NPH insulin was 
employed, thereafter Lente insulin. The maximum 
dose was 48 units; the usual dose 30 units. Urine tests 
were reported to be “usually negative” for sugar. At no 
time had she been in diabetic acidosis or coma. 

A dental extraction was done ten weeks before ad- 
mission; another extraction was done four weeks be- 
fore admission. While on her usual dose of 30 units of 
lente insulin, slightly more glycosuria was noted after 
the last procedure. Six days before admission to the 
hospital, she was given 20 units of insulin and 3 grams 
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of tolbutamide; five days before admission, 15 units of 
insulin and 2 grams of tolbutamide; four and three 
days before admission, 10 units of insulin and 1 gram 
of tolbutamide. Thereafter, she received 1 gram of 
tolbutamide daily, without insulin. 

The patient was admitted to the Emergency Hospi- 
tal complaining of anorexia, “hard breathing,” weak- 
ness and back pain. She was of normal weight for her 
height. The physical examination was generally unre- 
markable except for tachycardia and moderately se- 
vere Kussmaul respirations. The blood sugar was 350 
mg. per 100 ml. of blood. The serum bicarbonate was 
not done on admission, but the urine revealed “*4-plus” 
sugar and acetone. Treatment in the first 24 hours 
consisted of intravenous sodium chloride in water and 
90 units of regular insulin. Recovery was rapid and 
uneventful. 


Comment and Summary 


The fact that two patients promptly developed di- 
abetic acidosis when tolbutamide was substituted for 
insulin constitutes a serious aspect of this form of 
therapy. While the arylsulfonylureas appear to be 
relatively nontoxic,’ statements to the effect that “as 
yet, no serious morbidity has been proved to be the 
result of the administration of these agents” can refer 
only to “drug toxicity” in the usual sense and not to 
complications such as diabetic acidosis. 

[t has been emphasized by a number of investigators 
that the “thin,” “‘juvenile-type,” “severe,” “un- 
stable,” “‘insulin-deficient-type,” “‘growth-type,” 
“weight-losing,” “ketotic-type” diabetic is unlikely 
to respond favorably to these agents. The “elderly,” 
or “middle-aged,” or “mild,” or “obese,” or “non- 
ketotic”’ diabetic is most likely to respond. While it 
may be fashionable glibly to employ these adjectives, 
it must be admitted that most of these terms do not 
provide precise, verifiable, scientific descriptions of 
many individual diabetics. 

The first patient, E.D., was “elderly” (74 years), 
had “mild” diabetes (at least he required only small 
amounts of insulin), and he was “nonketotic” (at 
least the previously administered insulin had pre- 
vented episodes of acidosis). Yet, he was “thin” and 
promptly became “‘ketotic” when tolbutamide was 
substituted for insulin. Also, the second patient was 41 
years old (“‘middle-aged?”’), had required 30 units of 
insulin for control and previously had not been in di- 
abetic acidosis. 

It must be concluded that older age, a lack of a his- 
tory of acidosis and small requirements of insulin 
provide no sure evidence that the patient will not de- 
velop ketosis without insulin. This is particularly true 
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for diabetics who have been on insulin since the onset 
of that disease. 

Attempts have been made in a limited number of 
patients to employ an intravenous or oral screening 
test with the arylsulfonylureas to predetermine re- 
sponsiveness to these agents. More studies are needed 
to prove that a fall in blood sugar (“responsiveness”) 
to a test dose invariably indicates that ketosis will not 
develop if insulin is withdrawn. 


At the present time, enthusiasm for the use of ‘hese 
agents should be tempered with the sober reali-ation 
that when they are substituted for insulin, diabetic 
ketosis may result. Constant alertness for this com. 
plication is surely indicated when the arylsulfoiylu- 
reas are employed. 


This study was supported in part by a grant from the United 
States Public Health Service. 


‘About Obesity 


CONGRATULATIONS on instituting your series, “How 
tO Explain te Patients.” lve always fouad that an 
adequate explanation, In terms the patient under- 
stands, has resulted in more cooperation and a much 
more predictable result.: Perhaps the following ex- 
planation may be of as much use to other physicians 
as it has been to me. 
The treatment of obesity has two prominent goals. 
The first is the loss of excess weight, and the second, 
equally important, is the maintenance of the more 
ideal weight once it is achieved. In my practice, by 
far the most successful method of attaining these 
goals has been the institution of a diet that is consid- 
ered adequate to support the patient’s ideal weight 
at the level of activity to which he is accustomed. In 
explaining the expected results from a diet of this 
sort, | use the analogy of an automobile that is trav- 
eling at a given rate of speed, at a given fuel con- 
sumption. Then, with the help of this graph (shown 
below), I explain that by reducing the fuel consump- 
tion, the speed of the car is reduced, but that it does 


Fuel consumption reduced 


not occur instantaneously, {t is explained that, from 
second to second, the speed reduction varies, but 
that eventually the car attains a speed governed by 
the fuel consumption. This concept is quickly 
grasped by most patients, and it is then a simple 
Matter to transpose weight in pounds, in place of 
apeed, and time in months instead of seconds. 

Just as bumps in the road, hills, curves, and type 
of pavement will vary the response in the case of the 
tar, 60 will illness, activity, and other factors vary 
the response in the weight reduction program so 
that some deviation from the predicted curve can be 
expected. 

Tn addition to furnishing the patient with a rea- _ 
sonably accurate concept of the expected results of a 
reducing program, this explanation seems to min- 
imize the disappointments that occur should optimal 
weight loss not be achieved for certain periods dur- 
ing the program. It is emphasized that when a de- 
sired weight is attained, the same caloric intake must 
be continued, or the weight will change in propor- 
tion to the increase or decrease in caloric consumption. 


—Hagry Lame, Sturgis, Michigan 
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The Medicated Nose 


Chicago, Illinois 


THE USE OF TOPICAL MEDICATION in nasal and sinus 
disorders is widespread and popular. Mounting atten- 
tion to the clinical implications of nasal physiology, 
histopathology and bacteriology has induced many 
physicians to prescribe nasal medication in a thera- 
peutically rational manner. This is all to the good. In 
a period that is still characterized by undisciplined 
usage of “wonder drugs,” there is greater need than 
ever for sound therapeutics. 


Variations in Nasal Mucous Membranes 


Many physicians assume that nasal medication must 
necessarily affect the nasal mucosa in a predictable 
wanner. They fail to realize that while nasal medica- 
tion is clevised to exert a constant, predictable pharma- 
cologic effect, the nasal environment into which topi- 
cal drugs are instilled is inconstant—in fact, it is 
continuously subject to change. 

The response of individual noses to the same drug 
may differ. No two noses are alike. From the time the 
human being is born, his nasal mucosa is subjected to 
a unending onslaught of acute respiratory infections, 
weather conditions, allergens, smoke, dust and chemi- 
cal substances. A “normal” nasal mucosa is seldom 
found beyond the first few months of life. 
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Rational topical nasal medication depends on knowledge 
of the normal physiology of the nasal mucosa 

and its natural defenses. Important among these factors are 
the cilia, mucociliary streaming and the pH of the mucosa. 
Useful pharmacologic agents must restore or preserve 

the normal state, and they must be free of systemic side-effects. 
The objectives of therapy are the relief of congestion 

or the establishment of adequate drainage from the sinuses. 
Techniques for attaining these different objectives 

are based on physical and anatomic principles. 


NOAH D. FABRICANT, M.D. 


Systemic Effects of Nasal Medication 


To be effective in clinical practice, nasal medication 
should accomplish what the prescribing physician 
hopes it will do, without causing injury to the nasal 
mucosa and without instigating harm elsewhere in the 
body. The vascularity of the nasal mucosa permits rapid 
systemic absorption. Before advocating the use of nasal 
preparations on human beings, physicians should be 
armed with knowledge of the effects of these medica- 
ments on the nasal mucosa of experimental animals. 
Drugs that produce toxic reactions merit little con- 
sideration in routine clinical practice. Nasal prepara- 
tions that consistently produce alterations in blood 
pressure, pulse rate and respiratory frequency, and 
those that provoke palpitation, general nervousness, 
tremor and insomnia are unsatisfactory. Fortunately, 
a wide margin of safety accompanies most nasal medica- 
ments currently prescribed for nasal and sinus dis- 
orders. 


Selection of Nasal Medication 


The intelligent use of nasal medication is aided by 
a knowledge of its relationship to various aspects of 
the nasal environment. A rational view of nasal medica- 
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Figure 1. The respiratory mucosa consists of pseudostratified, ciliated 
columnar epithelium resting on a basement membrane and a stroma 
of variable thickness. 


tion requires that it be chosen not only because of its 
inherent pharmacologic properties, but also with 
knowledge of its topical effect on nasal and sinus 
mucosa, ciliary motility and nasal pH, and its systemic 
effect. Although it may be difficult for some physicians 
to believe that they were ever deluded, each medical 
generation is acquainted with nasal therapies that have 
run an expansive spectrum of overenthusiasm and dis- 
illusionment. 

The histopathologic process in acute inflammation 
of the nasal mucosa is similar to that taking place else- 
where in the body. Repeated acute infections in the 
nasal cavity eventually lead to chronic infections, and 
membrane changes vary considerably according to the 
severity and duration of the infectious process. Al- 
lergy of the nasal mucosa is characterized by edema 
that involves all the mucosal layers and an eosinophilic 
infiltration of the tissues. 

Together, these produce changes in the glands, the 
blood vessels and the stroma. When chronic infection 
is superimposed on an allergic process, changes repre- 
senting a combination of allergy and chronic inflam- 
mation of the infectious type ensue in the individual. 


Topical Effects of Nasal Medication 


Not too many years ago, a small group of American 
investigators studied the effect of a number of com- 
monly prescribed nasal preparations on the ciliary 
action of nasal mucosa. As a result, they revealed the 
chaotic state in which nasal therapy lay slumbering. 
Interest in applied nasal physiology followed, and a 
welcome trend toward rational intranasal therapy re- 
sulted. 
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AND Mucus 


The respiratory mucosa (Figure 1) of the nasal 
cavity and the paranasal sinuses is ciliated, the ciliated 
cells traversing the entire thickness of the epitliclium, 
Biologically, cilia are very ancient structures~ vigor. 
ous, resistant and extremely powerful. A thin, overly. 
ing blanket of mucus is kept moving in the direction 
of the nasopharynx by the motion of cilia. Bacteria 
and dust deposited on respiratory mucosa are deposed 
by cilia and the overlying blanket of mucus. Cilia and 
mucus constitute a veritable conveyor belt. Mucus com- 
prises an extremely effective mechanism against attack 
by airborne agents. It traps dust, bacteria, powder and 
other agents that invade the nasal cavity. 

With these facts in mind, the necessity for modify- 
ing the point of view of treatment of nasal disorders 
from an exclusively bacteriologic concept to a physio- 
logic approach becomes apparent. The tendency to 
assume that nasal medication should always include 
antibacterial agents, on the theory that the nasal cavity 
is constantly teeming with pathogenic micro-organisms, 
does not square with modern concepts of nasal physi- 
ology. It has been demonstrated that when bacteria 
are sprayed into the nasal cavity, they are quickly 
swept away from active areas by mucociliary streaming. 
This is the reason why the deeper regions of the nasal 
cavity are frequently sterile. While the elimination of 
pathogenic nasal micro-organisms is desirable, and 
may be accomplished periodically by appropriate anti- 
bacterial agents, one cannot overlook the significance 
of the natural defenses of the nasal cavity. 


Norma. Acipiry oF NasaAt Mucosa 


Nasal medication that is harmful to ciliary action 
impairs a highly important nasal function; hence the 
need for prescribing topical preparations that are 
compatible with ciliary motility. Moreover, recogni- 
tion of the desirability of a pH near that normal to the 
mucosa has provided a firm foundation for sound, 
physiologic nasal medication. The cytologic content 
of nasal and sinal secretions may be considered an 
approximate index of the pathologic processes occur- 
ring in tissues. Thus, in allergy, it is especially signif 
cant that when pH falls, there is a complete disap- 
pearance of eosinophils. On the other hand, when pH 
returns to the alkaline side, there is a return of eosino- 
phils. Nasal secretions-are predominantly alkaline in 
allergic patients. Normal nasal secretions possess 4 
purposeful acid barrier against infection. It has been 
demonstrated that acidity is unfavorable to the growth 
of pathogenic bacteria in the nasal cavity. 

The pH of nasal secretion in situ in clinically nor- 
mal adult nasal passages ranges from about 5.5 to 6.5. 
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In infants and young children it ranges from 5.0 to 
6,7. During acute rhinitis, acute sinusitis and active 
phases of allergic rhinitis, the pH of nasal secretion is 
on the alkaline side. It shifts back to the acid side when 
the state of clinical resolution is reached. Alkaline nasal 
medication may disturb the normal nasal pH, enhance 
irritation of the mucosa and postpone the return of 
the nasal mucosa from a pathologic alkaline status to 
the normal, slightly acid status. 


Function of Nasal Medication 


Nasal medication has definite indications and pur- 
poses. If underlying nasal and sinal disorders are 
properly evaluated, and if medication is employed 
judiciously, satisfactory clinical responses can fre- 
quently be elicited. Nasal vasoconstrictors, for example, 
occupy a commanding position among the various 
therapeutic measures employed by the general public 
for the relief of nasal congestion and the common cold. 
Although ensuing relief is temporary, overcoming the 
discomfiture caused by intranasal soft tissue obstruc- 
tion is welcome to distraught patients. Nasal vaso- 
constrictors have the ability to relieve nasal congestion 
for varying periods, promote comfort and aid in promot- 
ing adequate drainage from sinuses by opening ob- 
structed ostia. 

The problem of producing new, effective sympa- 
thomimetic amines has been gathering attention in the 
pharmaceutical world. Various nasal vasoconstrictors 
in combination with sulfonamides, antibiotics, anti- 
histamines and steroid hormones have been introduced 
periodically. While some nasal solution combinations 
have their ardent supporters, there are those who view 
the combinations with considerable restraint. In any 
event, when a nasal vasoconstrictor is combined with 
ay of the currently established antibiotics, antihista- 
mines, steroid hormones or sulfonamides, one thing is 
certain: physiologic relief is obtained primarily by the 
shrinking component. 

Excessive use of sympathomimetic amines for a pro- 
longed period occasionally causes the clinical syn- 
drome known as ‘vasomotor rhinitis medicamentosa.” 
Here, the dominant complaint is nasal stuffiness. Pa- 
tients who overmedicate their nasal cavities usually do 
% to relieve a sensation of congestion produced by 
acute rhinitis or sinusitis. As the practice of frequent 
intranasal instillations continues, the relief obtained 
becomes less pronounced, so that finally little or no 
relief takes place. Fortunately, nasal sensitivity to 
rasoconstrictors can be quickly checked by discon- 
tinuing use of the offending medicament. The saving 
grace of this syndrome is the promptness with which 
cures can be established. 
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Figure 2. The lateral head-low position. 


Figure 4. Intermittent negative pressure is applied to one nostril while 
the physician’s finger closes the other nostril. 


10] 


4 
Figure 3. Proper posture for displacement therapy. ae 
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Methods of Application 


The several methods of applying nasal medication 
have, for many years, been a matter of individual pref- 
erence on the part of physicians. From a number of 
techniques, some possessing obvious advantages, others 
devised at a time when nasal physiology lay semi- 
dormant, there have emerged a few dependable pro- 
cedures based on physiologic and anatomic principles. 
Cardinal objectives in the treatment of the nose and 
sinuses are the relief of congestion, the maintenance of 
a normal functioning nasal mucosa and the establish- 
ment of adequate drainage from the sinuses. By an 
intelligent selection of appropriate nasal medication 
and by a correct technique of application, these objec- 
tives can be met. 

In evaluating and selecting an appropriate tech- 
nique for applying nasal medication, it is important to 
determine what objectives are to be attained. Is the 
sole objective the relief of nasal congestion? If so, it 
can be accomplished by a simple method. Is the objec- 
tive the establishment of adequate drainage from the 
sinuses? If so, a somewhat more elaborate approach is 
required. While an elaborate procedure may suffice in 
the case of nasal congestion, a simple technique may 
prove completely inadequate for establishing sinal 
drainage. In short, it is necessary to select methods for 
home use and to decide on procedures for office prac- 
tice. While the two approaches should complement one 
another, it does not necessarily follow that the tech- 
niques for home use and for the office need be the 
same. 


Drops AND SPRAYS 


At home, nose drops or nasal sprays are simple 
measures for the relief of nasal congestion. Because of 
the relation of droplet size to surface tension, the fine 
droplets emerging from a nasal spray are often con- 
fined to the site at which they impinge. On the other 
hand, the comparatively large drops dispensed by nose 
drop instillation may spread to wider areas. When nose 
drops are used, the head is tilted back and a pre- 
scribed number of drops is instilled into each nostril 
according to individual needs. While the head-back 
technique was utilized at one time for the purpose of 
reaching (with larger amounts of solution) the ostia of 
the sinuses, it is highly doubtful whether tiie ostia 
were influenced with any degree of regularity. 

In office practice, assorted nasal sprayers are used 
to relieve nasal congestion. Spraying is a procedure 
that can be suitably performed under the direct vision 
of the physician. Yet it cannot replace other tech- 
niques, since it is questionable whether, without the 
aid of an adequate postural position by the patient, 
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the regions containing the sinus ostia can be reached 
routinely by spraying. 


NASAL Packs AND APPLICATORS 


Nasal tampons or packs have had many exponents 
over a period of years. Neatly folded and moistened 
with medication, they can be inserted in the particular 
region of the nasal cavity desired by the physician, 
When carefully inserted in the middle meatus near 
the ostial openings of the sinuses, tamponage has been 
found to be of value for shrinkage of tissues and for 
specific purposes of anesthesia. 

The cotton-tipped, medicated applicator or probe 
is also useful in producing anesthesia or shrinkage in 
regions of the nasal cavity inaccessible to other methods 
of approach. Occasionally an anatomic site is so con- 
stricted that only the smallest of cotton-tipped probes 
can be inserted. 

Nasal inhalers, containing volatile vasoconstrictors, 
have become increasingly popular because of their con- 
venient size and the ease with which they can be ap- 
plied to the nose. Inhalers are effective in relieving 
nasal congestion because the nasal mucosa is immedi- 
ately exposed to inhalation. 

The head-low posture (Figure 2) was designed to 
permit nasal medication to reach all of the sinus ostia. 
As such, it is fruitless to employ this postural method 
routinely for the relief of nasal congestion, since sim- 
pler procedures are effective. In order to reach all of 
the ostia lying in the upper half of the nasal cavity, 
the head must be placed with the cribriform plate low 
and horizontal, a position applicable alike to infants, 
children and adults. If the patient lies on her side, 
with her arm under her and with the lower shoulder 
supported by a large pillow, the head can comfortably 
be lowered laterally to a dependent position. At this 
time the ostia of both groups of sinuses are available 
to medication. 


DIsPpLACEMENT THERAPY 


Finally, displacement therapy can be utilized in the 
office in obstinate cases of chronic ethmoiditis and 
sinusitis. In displacement therapy, the patient lies on 
her back with her head hyperextended over the end of 
an examining table (Figure 3). The patient’s head is so 
inverted that the chin and the external auditory 
meatuses are in the same vertical plane. The physical 
principle of the displacement method is this. If the 
upper chamber of a test tube which has been divided 
by a narrow constriction into two chambers is filled 
with fluid, the fluid will not penetrate into the lower 
chamber because of its content of air. With aspiration, 
bubbles of air will escape from the lower chamber. As 
soon as the aspiration stops, a corresponding amount of 
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quid will be drawn into the lower chamber. If the proc- 
ess is repeated sufficiently, the lower cavity will be 
completely filled. 

To apply this process to the sinuses, the patient lies 
inthe position already described. An amount of solu- 


finger closes the other nostril (Figure 4). Eight to ten 
alternating suction applications are made. The dis- 
placement method is relatively simple, comparatively 
harmless and painless. It is a procedure that has a 
definite place in office practice for effectively establish- 


ened [§ tion sufficient to flood each nostril is instilled before ing adequate drainage from subacute or chronically 
ular J the application of suction. Intermittent suction by infected sinuses. However, it is not a procedure to be 
cian, J means of a bulb syringe or one of its modifications _ prescribed casually for the relief of nasal congestion at 
near &§ is then applied to one nostril, while the physician’s —_ home. 
been 
| for 
robe 
re in 
hods 
"a Preventing Home Accidents—The Progress Is Slow 
obes 
RECENT YEARS have witnessed increased emphasis on the epidemiology of accidents in the 
tors, home and on some practicable administrative and educational programs for their prevention. 
con- The Committee on Administrative Practice of the Association recognized some time ago the 
> ap- significance of these causes of morbidity and mortality by selecting as one of its major ac- 
ving tivities an inquiry into accident prevention through health departments in various cities 
nedi- around the country. 

The Kellogg Foundation has invested considerable sums in detailed studies and demon- 
dto A! strations within a series of similar departments. The Rochester (N.Y.) Health Bureau many 
setia. | months ago began a systematic attack on the same problem, with the intensive support of - 
thod department nurses and staff. Original data are obtained from records of the seven local 

; hospitals. These data are then canvassed for each accident by home visits by public health 
ag nurses in connection with their other and more familiar duties. More than half of these home 
ll of accidents were found to be preventable, with the parents’ ignorance or laxity or both in major 
vty, responsibility. The Rochester study confirms many previous findings that the younger the 
> low child the more vulnerable he is to home hazards. Simple corrections of house designs and of | 
ants, | maintenance of furnishings and equipment would reduce accidents to a very considerable | 
side, degree. 
ilder Inquiries by the State Department of Health of Maryland and others disclose similar, and 
tably by now familiar, aspects of the home accident. The issue can no longer be met only by the 
“this cliché that some people are accident-prone! And so they are! But the two-year-old that 
lable | swallows a can of cleaning fluid left too easily within its reach by a careless mother should 
not be so classified yet. The woman over 60 who falls down a basement stairway, unlit and 
without a handrail, could at least divide the responsibilities between accident-proneness and 
a careless house builder! 

Children under five and men and women over the age of 65 account for some three-quarters 
nthe of the fatal accidents in the home. In children this “disease” is rapidly becoming the leading 

and cause of death! 
28 On Is the health officer giving this promising field of prevention the time and the effort it 
nd of obviously deserves? Or is it still so pedestrian and familiar an area of disability and death as 
is $0 to be noncompetitive with more glamorous fields? If a child’s burns could be materially 
itorv reduced by the design of a more stable cup and saucer, as one health officer validly suggests, 
ala does this preventive measure place it outside the health officer’s purview? It is time some 
f the serious thought was devoted to these matters. 
‘ided We are not making the strides we should in the prevention of home accidents. 

filled —EprroriaL, Am. J. Pub. Health, 47:364, 1957. 
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Semiannually GP publishes « quiz 

covering its scientific a ‘icles, 

Here are the multiple choice questions 

compiled from the July through December ‘ssues. 
Answers to these questions appear on page 237. 


Juiz 


1. The normal response of the blood pressure to the 3. Accepted reasons for extirpation of a thyroid nodule 
Valsalva maneuver is: have included all but one of the following: 
1. Brief rise in systolic and diastolic pressure, followed 1. A distinction cannot be made clinically between the 
by a fall and then a rise above the control values benign and the malignant nodule 
2. Brief fall in systolic and diastolic pressure, followed 2. Benign nodules have a tendency to become malignant 
by a rise and then a fall below the control values 3. The presence of one nodule usually indicates thal 
3. Brief rise in systolic and diastolic pressure, followed many are present which may not be palpable 
by a greater rise 4. One in every 30 thyroid glands contains a micro- 
4. Brief fall in systolic and diastolic pressure followed scopic cancer 
by a further fall 5. The prevention of death from thyroid cancer depends 
5. Prolonged rise in systolic and diastolic pressure fol- upon surgical removal of nodular goiters 
lowed by a fall below the control values 
4. Nocardia appear in stained smears as: 
2. The photograph shown below represents: 1. Gram-negative, non-acid fast 
1. Carcinoma 2. Gram-negative, strongly acid-fast 
2. Phantom tumor (interlobar fluid) 3. Gram-positive, weakly acid-fast 
3. Histoplasmoma 4. Gram-negative, weakly acid-fast 
4. Pleural tumor 5. Gram-positive, non-acid fast 
5. Coccidioidoma 
5. “Fifth” disease is: 
1. Erythema marginatum 
2. Erythema infectiosum 
3. Erythema nodosum 
4. Erythema multiforme 
5. Erythema induratum 


6. Glucagon is a hormone or hormone-like substance 
which: 
1. Decreases liver glycogen content and decreases the 
blood glucose level 
2. Decreases the liver glycogen content and increases 
blood glucose level 
3. Increases liver glycogen and increases the blood 
glucose level 
4. Increases liver glycogen and decreases the blood 
glucose level 
5. Decreases liver glycogen and decreases peripheral 
glucose utilization 
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7, Conventional usage of the term “acute renal failure” 
yould exclude one of the following: 

]. Hemorrhagic shock 

2. Crushing injuries 

3. Extensive burns 

4, Acute glomerulonephritis 

5, Severe infections 


8. Friedlander’s pneumonia is best treated with: 
1. Penicillin 
2. Penicillin plus streptomycin 
3. Tetracycline plus streptomycin 
4, Penicillin plus a sulfonamide 
5. Tetracycline 


9. Surgical therapy is indicated in mitral stenosis in 
all but one of the following: 

1. Repeated arterial embolization 

2. Symptoms during pregnancy 

3. Episodes of congestive failure 

4. ECG evidence of right ventricular hypertrophy 

5, Rheumatic carditis 


10. In the United States, erythema nodosum is most 
commonly associated with: 

1. Beta~hemolytic streptococcal infection 

2. Tuberculosts 

3. Pencillin reaction 

4. Histoplasmosis 

5. Coccidiordomycosis 


11, Influenza is best treated by: 
1. Analgesics and rest in bed 
2. Antibiotics and rest in bed 
3. Analgesics and antibiotics 
4. Analgesics and hospitalization 
5. Antibiotics and hospitalization 


12.A 3-year-old child has fever, pallor, gingival 
hypertrophy and purpuric manifestations. Diagnosis 
of the basic disease is most likely to be made by: 

1. Hematologic studies 

2. Blood cultures 

3. Observation of response to cortisone 
4. Observation of response to aspirin 
5. Urine examination 


1. Esophageal hiatal hernia 
2. Short esophagus 

3. Pyloric obstruction 

4. Gastric hypoacidity 

5. Cardiospasm 
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13. Factors that contribute to the development of 
erosive esophagitis include all but one of the following: 


14. Clinical studies of chronic cystic mastitis suggest 

that patients with this disease: 

1. Have a precancerous lesion 

2. Have a lesion that bears no relationship to cancer of 
the breast 

3. Develop breast cancer two or three times more com- 
monly than the average female population 

4. Usually give a history of intensive estrogen therapy 

5. Usually note the onset of the lesions before puberty 


15. Treatment of musculoskeletal disorders by rhyth- 
mic traction is contraindicated in: 

1. Sprains 

2. Tension headaches 

3. Rheumatoid spondylitis 

4. Osteoarthritis 

5. Reflex muscle spasm 


16. Arterial obstruction at the level of the bifurcation 
of the aorta is likely to simulate: 

1. Foot strain 

2. Back strain 

3. Cancer of the rectum 

4. Cancer of the stomach 

5. Myasthenia gravis 


17. In the patient whose leg is shown in the photo- 
graph below, there was an acne-like eruption on the 
trunk. The lesion is: 

1. Bromoderma 

2. Blastomycosis 

3. Todism 

4. Actinomycosis 

5. Histoplasmosis 
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18. The lower extremities in the photograph above 
demonstrate an inward curving of the tendon of 
Achilles and “‘knock-knees.” The deformity is due to: 

1. Poliomyelitis 

2. Clubfoot 

3. Muscular dystrophy 

4. Flatfeet 

5. Congenital dislocation of hip joints 
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19. A 35-year-old woman has had a slightly prod ictive 
cough for six years. There have been several episodes 
of “pneumonitis” of the right lung, and during the 
most recent episode, hemoptysis was a feature. P|iysical 
examination now is negative. A chest film shows q 
small hilar mass on the right. Bronchoscopy reveals in 
the right bronchial tree an obstructing mass covered 
by normal-looking epithelium. The likely diagnosis is: 
1. Hodgkin’s disease 

2. Pericardial cyst 

3. Tuberculosis of lymph nodes 

4. Bronchogenic carcinoma 

5. Bronchial adenoma 


20. Nitrogen dioxide pneumonia is to be expected in: 
1. Farm workers 
2. Filling station attendants 
3. Taxicab drivers 
4. Plumbers 
5. Divers 


21. Gas exchange across the capillary-alveolar men- 
brane normally depends upon: 

1. Quantity of hemoglobin 

2. Barometric pressure 

3. Oxygen content of air 

4. Partial pressures exerted by the gases on either side 

of the membrane 
5. Nitrogen content of air 


22. In performing cholecystectomy, the surgeon may 
anticipate that so-called normal anatomy of cystic and 
hepatic arteries will be seen in approximately: 

1. 90 per cent of patients 

2. 70 per cent of patients 

3. 50 per cent of patients 

4. 30 per cent of patients 

5. 10 per cent of patients 


23. Primary osteoarthritis is diagnosed most frequently 
in: 

1. Middle-aged men 

2. Middle-aged women 

3. Young men 

4. Young women 


5. Children 


24. The x-ray film (shown at the jleft) of the hand 
shows changes of: 

1. Osteoarthritis 

2. Rheumatoid arthritis 

3. Acromegaly 

4. Metastatic carcinoma 


5. Hyperparathyroidism 
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Clinicopathologic Conference 


The protocol for this conference was prepared from a 
hospital chart. The clinical discussion was derived from 
a recording of the extemporaneous remarks of a clinician 
who had studied the protocol but was otherwise unfamiliar 
with the case. Readers are invited to study the case presenta- 
tion and the clinical discussion, and to decide whether 
or not they agree with the discussor. The final part of 
the conference—the findings at autopsy—is printed on 
page 237.—Mepicat Eprror 


Case Presentation 


A 60-YEAR-OLD HOUSEWIFE was admitted to the hospital 
complaining of mental depression and abdominal pain. 
She became severely depressed one year prior to 
admission, following the sudden death of her husband. 
This was accompanied by anorexia and weight loss 
of 30 pounds in the ensuing year. Six weeks prior 
to admission, she developed right upper quadrant 
pain that occasionally radiated to the back. This was 
associated with a feeling of fullness in the abdomen, 
noticeable mostly at night. Neither the pain nor the 
fullness was related to meals. Upper gastrointestinal 
x-ray studies one month before admission revealed a 
hiatal hernia. | 

Nineteen years ago, the patient was discovered to 
have hypertension. For the past five years, this had 
been treated with a low salt diet only. Appendectomy 
had been performed in childhood. The past history 
and review of systems did not otherwise seem con- 
tributory. 

Physical examination revealed the patient to be 
poorly nourished and obviously mentally depressed. 
Temperature, pulse and respirations were normal. 
Blood pressure was 160/90. The breath was foul. 
Optic fundi showed minimal hypertensive changes. 
Breasts, lungs and heart were normal. There was 
tenderness in the right upper quadrant of the abdo- 
men. No organs or masses were palpable and peristalsis 
was normal. Pelvic, neurologic and neuromuscular 
examinations were normal. 

Urinalyses showed 2+ proteinuria; specific gravity, 
1.016 to 1.021; and normal sediments. Hematocrit, 
white blood cell and differential counts were normal. 
The serologic test for syphilis was negative. The BUN 
was 18 mg. per 100 ml., the total protein, 7.5 Gm. 
per cent with a normal A/G ratio. The serum amylase 
was 90 units. A BSP test showed 23 per cent retention; 
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thymol turbidity and cephalin flocculation tests were 
normal. The electrocardiogram was normal. A chest 
x-ray revealed calcification of the aortic arch. Upper 
gastrointestinal studies showed a hiatal hernia 7 x 7 
cm. in size; the esophagus and duodenal bulb were 
normal. Gallbladder roentgenograms were normal. A 
barium enema showed loss of haustral markings and 
irritability of the entire colon. Spinal films were normal. 
Proctoscopy was negative. 

The patient remained afebrile. Her blood pressure 
ranged from 180/110 to 140/80. Numerous complaints 
responded well to reassurance. However, she did not 
gain weight. She was discharged in three weeks with 
the diagnosis: hiatal hernia, hypertensive vascular 
disease and reactive depression. 

Two days later, she was readmitted with persistent 
vomiting and right upper quadrant pain. Physical 
examination was unchanged. There was now leukocyto- 
sis—15,700 WBC per cu. mm. with 95 per cent 
polymorphonuclear leukocytes. She exhibited severe 
emotional lability. Anorexia, nausea and vomiting 
progressed. Intravenous fluids were required. The 
BUN rose gradually to 50 mg. by the tenth hospital 
day. Active hallucinations developed. Two days prior 
to death, she became hypotensive. A tentative diagnosis 
of Addison’s disease was made, and she was given 
sodium chloride infusions and hydrocortisone. She 
became hyperpyrexic on the day of death. 


Clinical Discussion 


This 60-year-old white woman had been depressed 
mentally for about a year. During that time, she had 
suffered from anorexia and there had been a 30-pound 
weight loss. Since these symptoms began when her 
husband died suddenly, it seems probable that they 
were attributed at first to functional causes. However, 
the persistence of the symptoms and her ultimate course 
indicated the presence of serious organic disease. 

Six weeks before the patient first entered the hos- 
pital, she developed pain in the right upper quadrant 
of the abdomen. This pain radiated through to her 
back. There was an associated sense of fullness in 
the abdomen and this was worse at night. Neither 
the pain nor the fullness seemed related to meals. It 
may be that the patient had not consulted a physician 
about her health until these abdominal symptoms be- 
gan. In any event, about two weeks after the onset of 
the symptoms, she went to a private physician whose 
study of her case led to a diagnosis of hiatal hernia. 

When the patient was first admitted to the hospital, 
her examination revealed only tenderness in the right 
upper quadrant of the abdomen and a moderate 
hypertension. (She was said to have had hypertension 
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for 19 years and had been treated with a low salt 
regimen for five years.) Although some of the labora- 
tory and other special studies revealed abnormal find- 
ings, the diagnosticians reached only the obvious con- 
clusions—hiatal hernia, hypertensive vascular disease 
and reactive depression. 

The patient’s symptoms were said to have responded 
well to reassurance during hospitalization. However, 
two days after she had been discharged from the 
hospital, she was readmitted in much more serious 
condition. Now, in addition to abdominal pain, there 
was persistent vomiting. The clinical course there- 
after seems to have been rapidly downward, and ter- 
minally there were hypotension and fever. A diagnosis 
of Addison’s disease was offered, presumably on the 
basis of anorexia, nausea and vomiting, a rising BUN 


and hypotension. 


AppIson’s DIsEASE vs. RENAL DISEASE 


It seems highly unlikely that this patient had Ad- 
dison’s disease. In the first place, she had tolerated 
a low salt diet for a long period of time without going 
into a crisis of adrenal insufficiency. Moreover, she 
remained hypertensive until near the end of life. No 
mention is made of pigmentation or of loss of hair. 
Finally, there was no response to the infusions of 
sodium chloride and hydrocortisone. 

In passing, some consideration might have been 
given to salt-losing nephritis—a nephropathy that is 
sometimes confused with Addisonian crisis. This en- 
tity was first described by Dr. George Thorn in 1944. 
Addison’s disease is simulated because the patient 
has nausea, vomiting, azotemia, dehydration, weight 
loss and low values for. serum sodium and chloride. 
Against that diagnosis in this patient is the fact that 
the urine specific gravity was as high as 1.021. One 
would not expect such concentrating power by kid- 
neys that were damaged severely enough to cause the 
clinical picture of salt-losing nephritis. 

Renal failure is occasionally observed in patients 
who are treated with low salt diets. Such patients 
usually have underlying renal disease with some im- 
pairment of the power to conserve sodium. In truth, 
this syndrome might be considered a variant of salt- 
losing nephritis, although here the loss of power to 
conserve sodium is not apparent unless the sodium 
intake is restricted. 


Because of the frequency with which it is i coup. 
tered in occult form, pyelonephritis deserves some 
consideration. The fact that urine sediments wer 
repeatedly negative does not entirely exclude this 
possibility. One might postulate that chronic pyelo- 
nephritis had been responsible for the patient’s liyper- 
tension, and that terminally the pyelonephritis flared 
up, to produce septicemia with hypotension and hyper. 
pyrexia. However, this diagnosis hardly explains all 
the facts in the case. Therefore, although pyeb- 
nephritis may incidentally have been present and may 
indeed have contributed directly to the terminal 
picture, the presence of another basic disorder seems 
probable. 

Liver disease (abscess, primary tumor or metastatic 
tumor) is brought to mind by the abnormal BSP test, 
However, there were no other facts to substantiate 
the thought of a primary disease of the liver as the 
cause for the patient’s illness. 


CANCER OF THE PANCREAS 


The one diagnosis that would best satisfy all of the 
known facts in this particular case is carcinoma of the 
pancreas. This tumor makes up 1 to 2 per cent of all 
forms of cancer, and age 60 is about the peak age for 
the disease. The absence of jaundice in this case 
would imply that the cancer was located either in the 
body or the tail of the pancreas. Such a lesion often 
produces severe abdominal pain that radiates to the 
back. Sometimes it is relieved by sitting up and ac- 
centuated by lying down. Loss of weight is nearly 
always a feature of this disease. Mental depression 
or other mental aberration is also frequently seen. 

Curiously, anemia is rarely a feature, and this fact 
is satisfied by the case in question. The course of the 
disease usually runs about a year from the time of 
onset of symptoms. Terminally, there is likely to be 
widespread metastasis with extensive involvement of 
the liver. 

In conclusion, the clinical diagnosis for this case is 
proposed as follows: (1) carcinoma of the body or tail 
of the pancreas; (2) metastatic carcinoma of the liver; 
(3) arteriosclerosis of the aorta (x-ray finding). In 
addition, the patient had hypertensive vascular disease, 
and the terminal hypotension and fever suggest 4 
septicemia due to a staphylococcus or a Gram-negative 
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The Transmission of Sound 
by the Femur 


LEONARD F. PELTIER, M.D. 


Professor of Surgery and Head, Section of Orthopedic Surgery 
University of Kansas Medical Center 
Kansas City, Kansas 


Iv 1952, Dr. AtBerT Sunitvan of the Department of 
Surgery of the University of Minnesota demonstrated 
tous a method of determining the presence of a frac- 
ture of the femur based upon its properties as a 
sound conductor. This method had been previously 
demonstrated to him by an army colleague. The 
method has proved to be a simple and accurate means 
of quickly determining the presence or absence of a 
fracture of the femur or a dislocation of the hip. 

A stethoscope is placed firmly on the symphysis 
pubis and the patella is struck lightly with a finger. 
The sound of the blow is conducted upward through 
the bony substance of the femur, across the hip joint 
and through the pelvis to the symphysis. Since the 
transmission of sound through the denser bone is more 
eficient than through the less dense soft tissue, any 
break in the continuity of the bony column will result 
in a decrease in the transmission of sound. The test 
is based upon the comparison of the sounds, audible 
at the symphysis, produced by striking each patella 
in turn. The sound on the normal side comes through 
clearly and distinctly. The sound on the injured side 
has lost some of its higher-pitched components and is 
softer and less distinct (see accompanying illustration). 
Any ear attuned to the discrimination of heart sounds 
and murmurs can easily distinguish between the two. 

Ifa patient with a fracture of the femur is treated 
conservatively in traction and remains in the hospital, 
the femur should be “‘listened to” at weekly intervals 
during his convalescence. It will be noted that sound 
transmission gradually returns to normal as the con- 
tinuity of the dense sound-conducting column is 
restored. When no difference in sound transmission 
can be detected between the two sides, radiographs 
will almost always show union of the fracture by cal- 
lus formation. 

Diminished sound transmission can be detected in 
all fresh fractures of the femur above the supracondylar 
tegion. This is not dependent upon the displacement 
of the fragments. Even in impacted abducted frac- 
tures of the neck of the femur, a diminution of sound 
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transmission is evident. Dislocations of the hip, an- 
teriorly or posteriorly, disturb the transmission of 
sound to the pelvis and are also detectable by this 
means. As might be expected, un-united fractures of 


the femur also show an impairment of sound trans- 
mission. 

When a localized lesion in the bone results in a 
loss of its normal density (some bone cysts, some bone 
tumors), a resulting loss of sound transmission can be 
detected. An effusion in the hip joint may dampen 
sound conduction to the pelvis, but I have had in- 
sufficient experience with the method in such cases to 
draw conclusions. 

The conditions interfering with the use of this 
method are effusions in the knee joints, absence of one 
patella and bilateral bony injury or disease. In order 
to obtain good results, the patient should be lying 
supine with the legs in a symmetrical position, un- 
encumbered with heavy dressings or blankets. 

The great value of this method is that it can be 
used at the scene of an accident or in the emergency 
room without unduly disturbing the patient. It yields 
information of positive value in determining the dis- 
position of the patient. It is especially helpful when 
the patient has multiple injuries or when the physician 
is confronted with many patients with serious in- 
juries. With the utilization of the same principle, the 
method can be applied to other bones. 


Figure 1. Transmission of sound by the femur. The sound on the 
injured side is softer and less distinct. 
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HEART FAILURE 


Dyspnea 
Exertional Fatigue 


/ 


Edema 
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ROLAND F. WEAR, JR., M.D. 


Philadelphia, Pennsylvania 


Wen A PATIENT seeks medical advice because of 
dyspnea, exertional fatigue and edema of the legs, the 
physician often finds signs of heart failure, and treat- 
ment of the heart failure results in satisfactory im- 
provement. Occasionally, however, despite optimal 
cardiac treatment, subjective relief is not as great as 
the physician anticipates it may be. In some of these 
patients who do not respond subjectively to treatment 
the signs of the heart failure may have largely disap- 
peared. In others, the signs may be improved only 
slightly. 

Itis the purpose of this essay to consider here some 
of the extracardiac disorders that may either increase 
heart failure or produce some of the symptoms com- 
monly associated with heart failure. An attempt has 
fot been made in this particular paper to include all 
the disorders that increase heart failure, or of them- 
Selves produce dyspnea, edema or exertional fatigue. 

The selection of the disorders to be discussed was 
fased on one or more of the following criteria: (1) 
Does the disorder develop insidiously and is the 
diagnosis of it occasionally or commonly missed? (2) 
Is the disorder amenable to treatment? (3) Does the 
@existence of the disorder with heart failure com- 
Plicate treatment? 

Treatment of heart failure will not be reviewed, nor 
will cardiac etiologic diagnosis. Tables 1, 2 and 3 pro- 
Mide a background of diagnostic considerations for the 


discussion to follow. 
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Extracardiac Disorders in Heart Failure 


University of Pennsylvania School of Medicine 


Each year, members of a different 
well-known medical faculty prepare articles 
for this regular GP department. 
This is the seventh of twelve 

from the University of Pennsylvania. 


Practical Therapeutics 


Diagnosis of Congestive Heart Failure 


Gallop rhythm is a fairly reliable sign of heart 
failure, but may also occur in the absence of other 
signs of failure in hyperthyroidism, anemia, acute 
myocarditis, first-degree heart block, hypertensive 
heart disease with tachycardia, and transmural 
anterior myocardial infarctions. The gallop can oc- 
casionally be brought out by exercising the patient, 
and may be heard most readily with the patient on his 
left side holding his breath in expiration. The gallop 
sound is to be differentiated from (1) the opening 
snap of mitral stenosis; (2) a mid-systolic click; (3) 
splitting of the second heart sounds; (4) a normal 
third heart sound; (5) a pericardial knock due to left- 
sided pneumothorax, and (6) an early diastolic sound 
sometimes heard with constrictive pericarditis. 

Lung rales in mild to moderate pulmonary edema 
are audible at the lung bases posteriorly toward the 
end of the inspiratory phase, and are fine and crack- 
ling. Similar rales can be heard in wet parenchymal 
consolidation. As pulmonary edema becomes more 
severe, the fine rales may be heard all over the lungs, 
and coarse rales and rhonchi may develop. In acute 
pulmonary (peribronchial) edema, wheezes may be 
heard. 

Accentuation of the second heart sound in the second 
intercostal space along the left sternal border suggests 
increased blood pressure in the pulmonic arteries, al- 
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Diacnosis or Dyspnea, Hyperpnea, OxrHopnea, 
TACHYPNEA 


Physiologic (following effort) 
Flabbiness of skeletal musculature 
Decreased cardiac reserve 
Increased or decreased atmospheric pressures 
Fever or increased metabolic rate 
Psychogenic 
Emotion, anxiety, hysteria 
Neurogenic 
Increased intracranial pressure 
Congestive heart failure 
Uremia 
Bulbar palsy 
Chemical and metabolic 
Acidosis 
Uremia 
Methemoglobinemia, sulfhemoglobinemia and carbon monoxide 
poisoning 
Circulatory 
Cardiac failure 
Palmonary hypertension 
Hematologic 
Moderate to severe anemia 
Defects of thoracic cage 
Decreased motility 
Muscle weakness 
Diaphragmatic 
Elevation from abdominal distention, ascites, ‘pregnancy, large 
abdominal tumors or cysts 
Phrenic nerve paralysis 
Respiratory 
Diseases of the lungs and pleura 


Table 1. 


Table 2. 


DiacGnosis or 
Lymphatic Obstruction 


Infection 
Trauma 
Congenital anomaly 
Neoplastic invasion 
Increased venous hydrostatic pressures 
Surgical ligation 
Phlebothrombosis or thrombophlebitis 
Portal obstruction 
Heart failure 
Increased capillary permeability 
Allergic 
Chemical toxicoses 
Burns 
Infection 
Acute nephritis 
Reduced plasma osmotic pressures 
Hypoproteinemia 
Nephrotic syndrome 
Severe liver disease 
Severe nutritional deficiency 
Retained hydropigenic substances 
Heart failure 
Renal insufficiency 
Premenstrual edema 
Hypercortinism 
Toxemia of pregnancy 


though it is commonly found in flat-chested , ouths 
without pulmonary hypertension. 

Cardiac enlargement is suggestive of cardiac disease. 

Increased venous pressure is most easily demonstrated 
by slowly lowering the patient’s head and trunk pas. 
sively from the sitting toward the recumbent position 
while observing the neck veins for distention. Normally 
the neck veins remain flat until the trunk and head are 
below 30 degrees from the horizontal. 

Increased intrathoracic pressure may raise the 
venous pressure, so the patient must be observed to 
make sure that he is not helping to support himself. 
The intrathoracic pressure may also be increased in 
testing the hepatojugular reflex if the patient tightens 
his abdominal muscles with the glottis closed. Bronchial 
obstruction leads to increased intrathoracic pressure 
during the expiratory phase, and if expiration is pro- 
longed, as in obstructive emphysema and asthma, the 
venous pressure may appear to be constantly increased. 
Close observation of the neck veins, however, will show 
that they collapse during inspiration. 


Lung Disorders 


Of all the extracardiac disorders that may increase 
heart failure symptoms or create problems in manage- 
ment, lung disorders are probably the most commonly 
overlooked and inadequately treated. In addition, pa- 
tients with chronic lung disease may develop sec- 
ondary right heart failure. Pulmonary disorders which 
are readily suspected or not amenable to simple treat- 
ment will not be discussed. 


CHRONIC OBSTRUCTIVE EMPHYSEMA 


This is probably the most common disorder in this 
group of patients. It can usually be easily diagnosed 
in the office without the use of special equipment. 
Many of the patients do not have the large chest witha 
significantly increased A-P diameter, but if significant 
obstruction is present in the bronchi, delaying the 
flow of air from the alveoli, the diagnosis is quite easy. 
The patient is asked to inhale maximally and then 
exhale maximally as rapidly as possible. The normal 
person can exhale 83 per cent of his vital capacity in 
the first second and 97 per cent in three seconds. The 
patient with obstructive emphysema can often exhale 
only about 50 per cent of his vital capacity in the first 
three or more seconds, and he is often still exhaling 
at the end of ten or more seconds (Figure 1). This 
maneuver will often precipitate a paroxysm of coughing 
in patients with bronchitis, bronchiectasis or obstruc- 
tive emphysema. A device for measuring vital capacity 
is rarely necessary since the physician can use himself 
or another person for comparison if this is necessary. 


112 GP Volume XVII, Number | 


du 
re: 
Ge. 
co! 
dis 
an 
co 
th 
: us 
Gi 
su 
A 
4] 
| 
at 
1: 
to 
su 
in 
tl 
th 
fi 
i d 
e 
I 
‘ 
1 
‘ 
I 
I 
as 
1 


ated 


pas- 
tion 
| are 


the 
d to 
self. 
in 
tens 
hial 
sure 
pro- 

the 
sed, 
how 


On percussion of the chest, the line of diaphragmatic 
dullness is often found to be quite low, and for this 
reason the liver edge is frequently palpable below the 
costal margin. Auscultation of the lungs is helpful, 
distant and sometimes barely audible musical rales 
and rhonchi and a prolonged expiratory phase being 
common. 

Treatment of this problem generally requires that 
the patient stop smoking and that bronchodilators be 
used fairly regularly. At bedtime, aminophylline, 0.5 
Gm., may be administered by rectum in the form of a 
suppository or a powder dissolved in one ounce of 
warm tap water and instilled with a small bulb syringe. 
Aminophylline produces proctitis in some patients 
when it is given by rectum. 

The sympathomimetic drugs are most useful when 
administered by nebulizer. Four or five inhalations of 
1:100 epinephrine or isoproterenol (Isuprel) or eight 
to ten inhalations of 1:200 isoproterenol are usually 
sufficient, and can be repeated three or more times 
each day. This medication’ must reach the lungs to 
be optimally effective, so patients must be carefully 
instructed and subsequently checked to make sure 
that (1) the proper amount of medication is used so 
that a fog forms when the bulb is compressed; (2) the 
lips are closed loosely over the spout; and (3) bulb 
compression and deep inhalations are synchronous. 

Many of these patients derive additional benefit 
from a course, or intermittent courses, of antibiotics, 
despite the fact that they have no fever or leukocyto- 
sis. A course of antibiotics should be administered to 
emphysematous patients whenever bronchial infection 
is present. When moderate or large amounts of yellow 
sputum are being produced, or when cough or dysp- 
nea have recently become more severe, infection is 
probably present. Benzathine penicillin G (Bicillin) 
has the advantage of being long-acting and inexpen- 
sive, and is satisfactory in many patients when given 
intramuscularly in a dosage of 1.2 million units. 
Broad-spectrum antibiotics may be required in doses of 
1 to 2 Gm. daily for a week or more in those with a 
sensitivity to penicillin and in those who do not re- 
spond to penicillin. 

Postural drainage for 15 minutes twice or more daily 
may be helpful when significant amounts of sputum 
are being produced. 

When tenacious secretions are present, iodides may 
help the patient clear his bronchi. They may be given 
as the saturated solution of potassium iodide, starting 
with 8 drops four times daily. The doses are then in- 
creased until the desired loosening of secretions is 
achieved, or the patient develops symptoms of iodism. 
Gastric irritation will be minimized by taking the 


iodide in milk. Ephedrine sulfate, 25 mg. four times 


GP january 1958 


Symptoms May Accompany Heart Faure 


Dyspnea (exertional, paroxysmal, at rest) 


Edema (or, when minimal, there may be polyuria at night and oli- 


guria during the day) 
Fatigue (particularly exertional) 


Sicns THat May Accompany Heart Fanure 


Gallop rhythm 

Ss Rales in the lung bases 

; Accentuation of the second pulmonic sound 
Cardiac enlargement 

Increased venous pressure (right heart failure) 
Decreased vital capacity 

Roentgenologic appearance of the heart and lungs 
Increased circulation time 

Subcutaneous edema, ascites, hydrothorax 
Cardiac murmurs 

Cyanosis 

Enlargement of the liver (right heart failure) 


| 
Obstructive emphysema 
7 
bey 
be é Time in seconds 


Figure 1. Timed vital capacity 


daily, may help, although some patients object to 
ephedrine unless it is combined with a mild sedative. 
Tedral combines theophylline, ephedrine and pheno- 
barbital. 

Breathing exercises, which train the patient to re- 
verse the active and passive phases of respiration, re- 
quire considerable supervision to be successfully 
taught. 
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ASTHMA 


The clinical picture of acute allergic asthma, whether 
due to inhalants or bronchial infection, may resemble 
the clinical picture of acute left ventricular failure oc- 
casionally. In both conditions loud wheezes are present 
over both lungs, and may obscure other auscultatory 
findings. A previous history of seasonal respiratory 
difficulty, or difficulty only when exposed to certain 
inhalants, suggests inhalant (extrinsic) asthma. Asthma 
due to bacterial allergy usually flares following bron- 
chial infection. 

So-called “cardiac asthma”’ is due to bronchial spasm 
or peribronchial edema from acute left ventricular 
failure. Some observers think that respiratory allergy 
is also a factor in some of the patients who develop 
cardiac asthma. The acute left ventricular failure is 
commonly secondary to hypertensive heart disease, 
arteriosclerotic heart disease, aortic stenosis and 
aortic insufficiency. Frothy or diffusely bloody sputum 
or a cold sweat strongly suggest that acute left ventric- 
ular failure is present. Shock is common in acute left 
ventricular failure and is not seen in allergic asthma. 
The circulation time is prolonged, but these patients 
are usually so sick that the test is not done. The 
presence of gelatinous sputum suggests that allergic 
asthma is a significant component in the production of 
the dyspnea. 

Treatment must be started on these patients prompt- 
ly, leaving little time for examinations. Initial therapy 
includes oxygen; aminophylline, 0.5 Gm. in 100 c.c. 
of 5 per cent glucose solution by intravenous drip; and 
venous tourniquets on the other three extremities. 

Morphine, which is so helpful in acute pulmonary 
edema, may be dangerous if significant allergic asthma 
is present, because of sensitivity, bronchial constric- 
tion and central respiratory depression. Meperidine 
HC1 (Demerol) is safer, but it should be well diluted 
and given over at least a two-minute period when ad- 
ministered intravenously. Nalorphine (Nalline) can 
be given intravenously in a dosage of 5 mg. to 10 mg. 


to counteract respiratory depression induced by . 


narcotics. Addiction may become a problem rapidly if 
narcotics are used frequently for more than a very few 
days. 

Epinephrine may be helpful when significant allergic 
asthma is present with the heart failure. However, only 
0.1 to 0.2 cc. subcutaneously should be given, and the 
patient observed for fifteen minutes before it is re- 
peated. Digitalis (if the patient is not already fully 
digitalized) and diuretics are of course indicated. 

After the acute attack of cardiac asthma is over, both 
the heart failure and the allergic asthma should be 
treated. If significant allergic asthma is present the 
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sputum will contain numerous eosinophils. Since 
many of the cells in sputum are fragmented. the 
eosinophilic cytoplasm may be most obvious in eas 
of the smear where there are dense collections of cclls, 
Antibiotics are extremely important in these cases 
when bronchial infection is present. Occasionally, 
polyvalent vaccines of the respiratory bacterial {lora 
may be helpful. Hyposensitization to the specific anti- 
gens suggested by the history and confirmed by skin 
tests should be considered in patients with inhalant 
asthma. 


PULMONARY EMBOLISM 


The classical clinical features of nonfatal pulmonary 
embolism are dyspnea, tachypnea, cyanosis, chest pain, 
a pleural friction rub, cough, bloody sputum, fever, 
leukocytosis and physical and roentgenologic signs 
suggesting pneumonia or pleural effusion. Most pul- 
monary emboli, however, do not cause sudden death nor 
do they present the classical picture. 

In cardiac patients the most common symptoms are 
those of the development, or intensification, of con- 
gestive heart failure. Other common symptoms include 
bouts of fever, tachycardia, anxiety and chest oppres- 
sion. Faintness or syncope sometimes occur. 

Treatment of pulmonary embolism is primarily sup- 
portive. Surgeons practice active prevention of pul- 
monary emboli through early ambulation of postopera- 
tive patients. Perhaps because rest has been time- 
honored in the treatment of congestive heart failure, 
medical men permit, and sometimes encourage patients 
with heart failure to remain at almost complete rest. 
Because of weakness and fatigue and exertional 
dyspnea, the patients are often content to remain very 
quiet. Ambulation of these patients for brief periods 
a few times each day, or, at least, frequent mild leg 
exercises might prevent some emboli. This would not, 
of course, prevent emboli which have formed in the 
right atrium, as in patients with rheumatic heart dis- 
ease, or in the right ventricle following a recent myo- 
cardial infarction. 

Anticoagulants on a long-term basis, venous liga- 
tions, or elastic stockings should be considered in 
those patients having recurrent pulmonary emboli. 


PNEUMOTHORAX 


Pneumothorax seems to be particularly confusing 
when it occurs in patients with heart failure since the 
increased dyspnea and the sometimes alarming 
tachycardia may suggest that increased failure or a 
cardiac arrhythmia are primarily responsible for the 
patient’s symptoms. Chest pain may be overlooked. 
The decreased voice and breath sounds may not be 
demonstrated easily with a relatively small pneumo- 
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thorax, or in a patient with a tachycardia, with loud 
heart sounds. Because of the tachycardia, an electro- 
cardiogram may be taken, and it may appear to be 
quite abnormal because of the tachycardia and change 
in the position of the heart. 

A pneumothorax should be suspected when splash- 
ing sounds are heard over the chest, or when knocking, 
dicking or snapping sounds are heard in syncopation 
with the heart beat. The splashing sounds occur when 
a pneumothorax and hydrothorax are on the same 
side, and may be brought out by rocking the patient. 
A pericardial knock may occur in left-sided pneumo- 
thorax, being occasionally audible from a distance of 
several feet. At times it may be transient as the pa- 
tient’s position is changed. 

The patient in considerable distress, or with a 
tension pneumothorax, may require prompt removal 
of some of the air from the intrapleural space. 


Thyroid Disorders 


THYROTOXICOSIS 


Hyperthyroidism may be particularly insidious in 
patients with heart disease or failure, since the most 
severe symptoms are those associated with heart failure. 
The main symptoms and signs of thyrotoxicosis are 
shown in Table 4. 

There may be tachycardia which persists despite 
appropriate doses of digitalis, and especially atrial 
fibrillation with a rapid ventricular rate which does not 
slow to normal with digitalization. The first heart 
sound at the apex may be loud. A loud first sound 
may also be found in mitral stenosis, anemia, arterio- 
venous fistula, fever, a short atrioventricular conduc- 
tion time and severe Paget’s disease. 

Despite the fact that the symptoms of heart failure 
are worse with activity, hyperthyroid patients with 
failure seem to be more alert and active than most 
euthyroid patients with failure. Finding warm moist 
skin in normal or in cool environmental temperatures, 
is helpful in distinguishing the thyrotoxic individual 
from the one with nervousness, who usually has cold 
moist hands. 

In the absence of striking signs of hyperthyroidism, 
laboratory aid may be required. Since the circulation 
time is shortened in hyperthyroidism and lengthened 
in heart failure, the finding of a normal or fairly short 
circulation time despite physical signs of failure sug- 
gests a “high output” problem (A-V fistula, hyper- 
thyroidism, severe anemia, severe Paget’s disease, 
beriberi). The basal metabolic rate determination is not 
accurate in the presence of significant heart failure. 
Abnormally high values are produced. Blood for a 
protein-bound iodine determination should not be 
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Tuyvroroxicosis tv 247 Parments 
(INCIDENCE) 


99% Nervousness 
91% Hyperhidrosis 
89% Hypersensitivity to heat 


a 89% Palpitation 

a 88% Fatigue 

4 85% Weight loss 

§2% TVachycardia 
75% Dyspnea 

g 70% Weakness 

¥ 65% Hyperorexia 


54% Eye complaints 

35% Swelling of legs 

¥ 23% Diarrhea 

S 33% Hyperdefecation (without diarrhea) 
4 9% Anorexia 

4% Constipation 

2% Weight gain 


SIGNS (INCIDENCE) 


100% Tachycardia (over 90/min.) } 

;. 100% Thyroid enlargement be absent 
a 97% Skin changes (warm, moist, fine and smooth) 

97% Tremor 

77% Bruit over thyroid 

71% Eye signs > 

15% Tuyroid heart 

10% Auricular fibrillation 

10% Gynecomastia 


8% Liver palms 


Table 4. 


drawn until at least 48 hours after the last mercurial 
diuretic has been given, since mercury in the blood 
sample can cause falsely low values for iodine with one 
of the techniques for determining the PBI level. The 
radioactive iodine uptake study is more expensive and 
is not readily available in many communities. 

The choice of treatment for the thyrotoxicosis is in- 
fluenced by the severity of the heart disease and the 
prognosis for duration of life. When the cardiac 
prognosis is good, and the cardiac failure is minimal, 
the treatment of the hyperthyroidism need not be in- 
fluenced by the coexistence of heart failure. When the 
cardiac prognosis is poor, small and, if necessary, re- 
peated doses of radioactive iodine are probably the 
safest and most reliable form of treatment. Improve- 
ment in the thyrotoxicosis is slow, however, and ex- 
cessive doses of radioactive iodine may kill the patient 
when the heart disease is severe. Antithyroid drugs 
are not as reliable as radioactive iodine, and if unsuc- 
cessful, they may interfere with the use of radioactive 
iodine for quite some time. Surgical thyroidectomy is 
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Rarely one or the other may 
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Myxepema Symptoms 77 Cases (Arrer Means) 


99% Weakness 

97% Dry skin 

97% Coarse skin 

91% Lethargy 

91% Slow speech 

90% Edema of eyelids 
89% Sensation of cold 
89% Decreased sweating 
83% Cold skin 

82% Thick tongue 

79% Edema of face 

76% Coarseness of hair 
68% Cardiac enlargement (x-ray) 


61% Constipation 
59% Gain in weight 
57% Loss of hair 

57% Pallor of lips 

55% Dyspnea 

55% Peripheral edema 
52% Hoarseness or aphonia 
45% Anorexia 

35% Nervousness 

32% Menorrhagia 

31% Palpitation 

30% Deafness 

30% Poor heart sounds 


67% Pallor of skin 
66% Memory impairment 


25% Precordial pain 


Table 5. 


CAUSES OF THE NEPHROTHC SYNDROME 
(Proteinuria, edema, low serum albumin) 


Nephrotic stage of chronic glomerulonephritis 

Intercapillary glomerular sclerosis of diabetes 
(Kimmelstiel-Wilson syndrome) 

True or lipoid nephrosis 

Syphilitic nephrosis 

Disseminated lupus erythematosus 

Renal vein thrombosis 

Amyloidosis of the kidney 

Tridione toxicity 


usually contraindicated when heart failure is severe or 
the prognosis is poor for duration of life. 

It is appropriate at this point to mention that some 
euthyroid patients with severe heart failure or angina 
are made more comfortable when slight to moderate 
hypothyroidism is carefully induced with radioactive 
iodine. 

MYXEDEMA 


Hypothyroidism, when slight or moderate, often 
decreases the symptoms and signs of heart failure. 
When severe, however, the patients develop fatigue, 
dyspnea, edema of both the pitting (legs) and the non- 
pitting (generalized) types and cardiac enlargement 
(which is primarily due to pericardial effusion). These 


may occur in the absence of other forms of heart dis- 
ease (Table 5). 
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Significant anemia, which responds only to thy: vid 
substitution therapy, occasionally occurs and intens \ies 
the fatigue and dyspnea. This anemia can falsely raise 
the basal metabolic rate. 

Perhaps not adequately stressed in the accompany- 
ing list of the symptoms of myxedema are the follow- 
ing: (1) Psychiatric symptoms, such as unreasonable 
fears, feelings of inadequacy, minor visual and auditory 
hallucinations and insomnia occur; (2) Nervousness 
may be more annoying to the patient than lethargy; 
(3) Good objective signs are few. Possibly the most re- 
lable sign is the “hung-up” ankle jerk. It is not seen in 
mild or moderate hypothyroidism, and this slow 
Achilles reflex tends to become normal as the myxedema 
is successfully treated. This “hung-up” ankle jerk is 
slightly slow or normal in the contraction phase, and 
is delayed and slow in the relaxation phase. To be 
seen, the patient should be kneeling on a chair with the 
feet relaxed and extended a few inches beyond the edge 
of the seat. At times, a person with normal ankle jerks, 
placed beside the patient to serve as a control, points 
out the difference. 

The enlarged heart, due to pericardial effusion, is 
seen to have small pulsations fluoroscopically, and the 
electrocardiogram may be of low voltage. There may be 
bags of fluid about the eyelids, or there may be a swell- 
ing at the top of the cheek a full finger’s breadth below 
the lower lid. 

Treatment must be initiated very slowly because of 
the danger of precipitating (1) mild adrenal insuf- 
ficiency (adrenal function appears to be reduced in 
myxedema) ; (2) angina, which did not occur while the 
patient was hypometabolic; and (3) heart failure from 
heart disease that may have been obscured by the 
myxedema state. 

The longer the duration, and the more severe the 
myxedema is, the smaller the initial dosage of desic- 
cated thyroid should be. Desiccated thyroid has the 
advantage of slow action. The prolonged action may be 
a disadvantage if the problems mentioned above de- 
velop. For the first few weeks ¥% to % grain of desic- 
cated thyroid daily is sufficient. Dosage should be in- 
creased in %- to %-grain increments at intervals of 
two to six weeks. Final maintenance dosages average 
about 2 grains daily. The action of triiodothyronine is 
more rapid, which may be a disadvantage unless small 
doses are used. However, if trouble develops, its action 
is of much shorter duration. 


Obesity 


Obesity is not common in patients with severe con- 
gestive heart failure of long duration. Obese indi- 
viduals with mild heart failure, and many without any 
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evidence of heart failure, complain of dyspnea. It is 
more work for them to move the diaphragm. Part of 
their poor exercise tolerance may be due to lack of 
muscle conditioning resulting from a sedentary life. 

Patients with extreme obesity associated with cyano- 
sis, polycythemia, hypercapnia and right-sided heart 
failure have been described. These patients had no 
recognizable heart or lung disease. 

Many obese patients with dyspnea, decreased exer- 
cise tolerance and often some edema of the feet and 
ankles are treated for congestive heart failure because 
of the additional findings of apparent enlargement of 
the heart, a few rales at the lung base and elevated 
blood pressure recordings. A high diaphragm pushes 
the heart into a transverse position and may be re- 
sponsible for some of the rales; and a large apical fat 
pad may further increase the cardiac shadow roent- 
genologically. Digitalis does not often help these 
people, and diuretics seem to do no more than oc- 
casionally relieve some of the ankle edema. Significant 
weight reduction has produced some good results, but 
is difficult to achieve in many of these patients. 

Other conditions that produce elevation and restric- 
tion of diaphragmatic motion also lead to dyspnea. The 
collection of secretions in the lung bases produces rales, 
and sometimes secondary atelectasis and pneumonitis 
develop. The symptoms and findings may be confused 
with heart failure, or if heart failure is present, the ex- 
tracardiac cause of the increased symptoms may be 
overlooked. This problem often occurs after abdominal 
surgery or abdominal trauma. Marked abdominal dis- 
tention is usually present. Decompression of the gas- 
trointestinal tract and clearing of the bronchial secre- 
tions by forced coughing, deep breathing exercises 
and at times tracheal aspiration may be helpful. 


Renal Disorders 


Renal disorders that produce edema, or contribute 
to the formation of edema, are readily suspected when 
considerable protein, casts or red blood cells are 
found on urinalysis. Moderate proteinuria is common 
in patients with congestive heart failure who have no 
evidence of renal disease. 

The management of the edema in a patient with 
both congestive heart failure and the nephrotic syn- 
drome is the same as the management of edema due to 
congestive heart failure alone. In addition, the cause of 
the nephrotic syndrome is treated when possible 
(Table 6). Cardiac enlargement is common, and con- 
gestive heart failure is not rare in acute glomerulo- 
nephritis. The hypertension associated with unilateral 
renal disease is sometimes relieved when the diseased 
kidney is removed. Pulmonary congestion and edema 
occur commonly in uremia. 
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The patient with chronic renal insufficiency and 
heart failure presents a special problem in manage- 
ment. Optimum management of the heart failure is ex- 
tremely important since heart failure results in di- 
minished renal blood flow and therefore increasing 
uremia. The following measures, which are useful in 
the management or prevention of edema due to con- 
gestive heart failure, may be unwise in the patient 
with both heart failure and chronic renal insufficiency : 
(1) severe sodium restriction (below 2 or 3 grams of 
sodium chloride per day) ; (2) ammonium chloride and 
acetazoleamide (Diamox); (3) attempts at vigorous 
diuresis. 

The Sodium Problem. Since the severely damaged 
kidney is unable to conserve sodium, a very low sodium 
intake may lead to the low sodium state, which is fol- 
lowed by decreased renal blood flow and increasing 
uremia. As long as these patients remain relatively free 
of edema, salt may be permitted as desired. Most of 
them require some salt restriction, a total intake of 
about 3 Gm. of sodium chloride being permitted. 
(This is a relatively normal selection of foods, except 
for obviously salty foods, and no salt is added in the 
preparation of the food or later, by the patient, at 
the table.) 

Ammonium chloride and acetazoledmide increase 
acidosis. If the serum COz is low, they should be used 
cautiously or not at all. 

Marked diuresis in a short period of time is impossi- 
ble in a patient with significant renal insufficiency. As 
renal damage increases, maximum urine output de- 
creases. In order to rid the body of the 35 Gm. of solu- 
ble material that the kidney must excrete each day to 
prevent the development of or increase of the uremic 
syndrome, the damaged kidney must approach its 
maximum output of urine. If, however, fluid intake ex- 
ceeds fluid loss (and sodium intake is equal to or less 
than sodium loss), water intoxication may occur in the 
patient, producing muscle cramps and even convul- 
sions. 

If the patient’s renal insufficiency is severe, it may 
be necessary to estimate his maximum urine output in 
order to instruct him as to the quantity of fluid he 
should take daily. Before the estimate is attempted, 
maximum renal blood flow must be insured. This re- 
quires optimum management of his heart failure, 
minimum derangements of his serum electrolytes, and 
restriction of physical activity. The 24-hour urine out- 
put should then be measured while progressively in- 
creasing the 24-hour water intake. 

The anemia, secondary tochronic renal insufficiency, 
may also be adding to the fatigue and dyspnea of these 
patients. Anemia such as this is helped only by blood 


transfusions. 
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Other Disorders 


Liver Disease. Enlargement of the liver is part of the 
clinical picture of right heart failure. The enlargement 
may be present when the venous pressure is normal at 
rest. When congestive heart failure is severe and pro- 
longed, extensive liver damage occurs, occasionally 
causing jaundice. Whenever jaundice occurs in a pa- 
tient with congestive heart failure, however, pulmonary 
infarction should be considered. 

The management of the patient with liver damage 
secondary to congestive heart failure (“cardiac cir- 
rhosis”) is similar to the management of congestive 
heart failure alone, with the few exceptions to be noted 
below. When primary liver disease is associated with 
heart failure, the treatment of the liver disease need 
not be altered, although the presence of severe heart 
failure serves as an additional deterrent to surgical 
procedures. 

Certain findings should suggest the possibility of a 
common etiology of the heart and liver disease. Con- 
strictwe perwarditis should be considered when in- 
creased venous pressure, hepatic enlargement and 
ascites are prominent, and the etiology of the right 
heart failure is obscure. Pulsus paradoxus, calcification 
of the pericardium, diminished pulsation of the heart 
and electrocardiographic abnormalities should be 
looked for. Improvement of the heart failure and re- 
duction in the size of the liver often follow adequate 
resection of the pericardium. 

Hemochromatosis should be suspected when a sig- 
nificantly enlarged and hard liver is associated with 
cardiac enlargement (and at times failure), and pig- 
mentation of the skin or diabetes mellitus. Despite 
marked enlargement of the liver, the liver function 
tests are often normal or near normal in hemochroma- 
tosis. The serum iron concentration is often elevated, 
while the total iron binding capacity of the serum 
(i.e., transferrin concentration) is normal or low. 
Therefore, the percentage saturation of transferrin is 
elevated (60 to 90 per cent instead of the normal satu- 
ration of 30 to 40 per cent). Frequently repeated phle- 
botomies may arrest the disease by reducing the iron 
stores. Sufficient blood is removed to keep the patient 
moderately anemic (approximately at 11 Gm. of hemo- 
globin). Many patients are ultimately improved by this 
procedure. 

Contraindications to usual treatment of the heart 
disease, when liver disease coexists, are few. With se- 
vere liver disease, ammonium chloride or narcotics 
may precipitate coma, bishydroxycoamarin 
(Dicumarol) may be dangerous if the prothrombin 
time is already significantly lowered. 

Significant anemia and fever increase cardiac out- 
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put and may exaggerate the symptoms and sig:\s of 
heart failure. They need not be discussed. 

Certain neuromuscular disorders produce dys)nea 
and exertional fatigue and may be more readily «ver- 
looked when heart disease or heart failure are also 
present. 

Paralysis agitans (Parkinsonism), when due to 
arteriosclerosis, may not be readily recognized in the 
early stages. The gait may appear normal, the face may 
not be mask-like, and the 3 to 4 per second tremor of 
the hand may be absent, inconstant or minimal. How- 
ever, if the Parkinsonism is of sufficient degree to be 
contributing to the dyspnea or decreased exercise 
tolerance, increased muscular rigidity will be present. 
This increased muscular rigidity increases the work of 
moving the involved parts. 

The most useful clinical observation in these early 
cases is alternate passive flexion and extension of the 
extremities. A sense of plastic resistance is felt, es- 
pecially in the extension phase. Often the muscles 
seem to alternately catch and release four or five times 
during one extension phase. The drugs that reduce 
muscular rigidity, such as trihexyphenidyl (Artane) 
and diphenhydramine HCl (Benadryl) sometimes 
produce more symptomatic improvement than digi- 
talis in those with only mild heart failure. 

Exertional dyspnea has been reported as a primary 
complaint in certain cases of progressive muscular 
atrophy and amyotrophic lateral sclerosis early in the 
course of the disease before muscle atrophy and fas- 
ciculations in the usual locations became evident. 

In extensive Paget’s disease of bone (osteitis de- 
formans) the cardiac output is increased. When heart 
disease coexists, the added load on the heart from the 
Paget’s disease may be sufficient to produce heart 
failure or to increase failure. This problem appears to 
be quite rare. Recent studies suggest that the cardiac 
output in patients with Paget’s disease falls to normal 
within three to nine days following the administration 
of large doses of cortisone. It is not yet known whether 
this type of therapy will significantly benefit the pa- 
tient with heart failure and extensive Paget’s disease. 

When severe hypertension and heart failure are pres- 
ent, marked improvement in the heart failure some- 
times follows the lowering of the blood pressure, whether 
this is accomplished by bed rest and sedation, antihy- 
pertensive drugs or sympathectomy-adrenalectomy. 
With adrenalectomy, increased salt excretion seems 
to be a major factor in the improvement. 

There are numerous extracardiac disorders which 
also damage the heart, but there will be no attempt to 
discuss them. They include rheumatic fever, systemic 
lupus erythematosus, periarteritis nodosa, diphtheria, 
beriberi, metastatic carcinoid, amyloidosis, sclero- 
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derma and various infectious diseases. Even chronic 
idiopathic hypoparathyroidism has been reported to 
simulate cardiac asthma. 

Neurocirculatory asthenia is frequently associated 
with many of the symptoms of heart disease and oc- 
casionally heart failure, but the signs are lacking. 
Graduated exercises may help some of these patients, 
perhaps because of the psychologic effects as well as 
the improvement in muscle tone. The best results with 
graduated exercises are in those patients who de- 
veloped the symptoms following infection, surgery or 
trauma, or acute emotional disturbances. 

Acute circulatory failure is quite commonly due to 
extracardiac disorders, the most common being (1) 
loss of blood ; (2) loss of plasma as in trauma and burns; 
(3) dehydration as in severe gastroenteritis, diabetic 
acidosis and adrenal insufficiency ; (4) pooling of blood 
in small vessels, as in histamine shock and sudden 
severe pain; and (5) acute deficiency in cardiac emp- 
tying due to massive pulmonary embolism. 


Summary 


The management of heart failure is occasionally 
complicated by the presence of various extracardiac 
disorders that may increase the symptoms that we as- 
sociate with heart failure. Because signs of heart 
disease, or signs of heart failure are present, these ex- 
tracardiac disorders tend to be overlooked more fre- 
quently than when they occur in the absence of heart 
disease, perhaps at times because they produce symp- 


Genetic Influences in Disease 


ACHLORHYDRIA, pérnicious anemia, and carcmoma 
o1 the stomach have long been known to be re- 
lated. A new study in that field wae reported by 
Berkson, Comfort and Butt in Proceedings of the 
Staff Meetings of the Mayo Clinic, dated October 
31, 1956. Recently there have been reports that 
link the finding of blood group A with pernicious 
anemia and with gastric cancer (as told by Creger 
and associates in Archives of Internal Medicine for 
August, 1956). As suggested by the accompanying 
diagram, @ lamkage of blood group A and achlor- 
hydria has not yet been reported. This complex 
of relationships gives new impetus to the investi- 
gation of genetic influences in diseases of humans. 
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toms more readily when heart disease coexists. When 
treating patients with congestive heart failure, particu- 
larly those who do not respond adequately, the fol- 
lowing must be considered: 

1. What is the nature of the heart disease? Is there 
an element in the heart disease that can be helped by 
specific medical or surgical therapy? 

2. Has management of the heart failure been op- 
timal ? 

3. Are extracardiac disorders contributing to the 
patient’s disability? The more insidious extracardiac 
disorders include: 

Lung disorders 

Chronic obstructive emphysema 
Allergic asthma 
Pulmonary embolism 
Pneumothorax 
Thyroid disorders 
Hyperthyroidism 
Myxedema 
Obesity and abdominal distention 
Renal disorders 
Nephrotic syndrome 
Acute glomerulonephritis 
Renal insufficiency 

Liver disease 

Anemia 

Fever 

Neuromuscular disorders 

A coupon for ordering an extensive bibliography accompanying 
this article may be found adjacent to or near the advertisers’ index. 
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The Azygos Vein 


SOL KATZ, M.D. 
Associate Editor, GP 


Figure 1. (below, left) Arrows point to spindle-shaped shadow repre- 


: senting a normal azygos vein. 


= 


Figure 2. (above, right) Tomogram of same patient shown in Figure 
1. The ovoid density in the tracheobronchial angle is the azygos vein. 


Figure 3. Mass in right superior mediastinum is a huge azygos vein 
(azygos phlebectasia). No cause for the dilatation was discovered at 
surgery. 
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Ir Is Nor generally appreciated that the azygos vein 
may be seen on the posteroanterior roentgenogiam of 
the normal chest in up to 15 per cent of cases. |ynor- 
ance of this fact has led on occasion to a misinterpreta- | 
tion of the image of the azygos vein—an erroneous 
diagnosis of mediastinal tumor being made. In addi- 
tion, abnormal dilatation of the azygos vein may have 
diagnostic significance. For these reasons, familiarity 
with the roentgenographic appearance of this vascular 
structure is important. 

The azygos vein is entirely buried in the medias- 
tinum except at its terminal portion where at the level 
of the fourth or fifth thoracic vertebra it passes lateral 
to the esophagus and trachea, and arches anteriorly 
over the right main stem bronchus to enter the poster- 
ior aspect of the superior vena cava just where this 
vessel enters the pericardium. This terminal portion of 
the azygos vein, which is convex to the right, con- 
stitutes the roentgenographically visible portion of the 
azygos vein. 

In the posteroanterior projection the terminal 
azygos vein forms an oval or spindle-shaped shadow 
having the same density as the aorta and lying in the 
right tracheobronchial angle (Figure 1). Above, it is 
continuous with the shadow of the superior vena cava. 

The vein may be represented by a faint band-like 
density one or two millimeters wide, or it may appear 
as a full rounded opacity seen in all projections. In 
most instances the lower portion of the vein is wider 
than the upper. 

In the right anterior oblique view of the roentgeno- 
gram, more of the terminal azygos vein may be seen. 
In this projection, the vein may produce an indenta- 
tion on the right posterolateral aspect of the barium- 
filled esophagus. 

Tomograms usually outline the azygos vein beauti- 
fully. Not only is the shadow of the vein sharply de- 
fined but its relationship to the trachea and right upper 
lobe bronchus is easily seen (Figure 2). 

Fluoroscopy is of great value in differentiating the 
azygos vein from lymph nodes and other mediastinal 
enlargements. The vascular nature of the shadow is 
unmistakably established by noting variations in the 
size of the vein with alteration of intrathoracic pres- 
sure. 

When intrathoracic pressure is increased during 
the Valsalva maneuver, the vein decreases in width, 
while decrease in intrathoracic pressure during the 
Mueller maneuver (forced inspiration against a closed 
glottis) widens the vein. 

The azygos vein may be so greatly enlarged as to 
simulate a mediastinal tumor (Figure 3). There may oF 
may not be a cause for such a huge azygos vein (azygos 


phlebectasia). 
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Syphilitic Heart Block 


SYPHILITIC HEART DISEASE infrequently may be mani- 
fested by complete atrial-ventricular dissociation, ac- 
cording to Weinstein and his associates. This may 
occur as the result either of isolated gummata in the 
atrial-ventricular bundle, gummatous myocarditis ex- 
tending from the aorta into the bundle or failure of the 
coronary blood supply to the bundle because of 
syphilitic stenosis of the ostium of the right coronary 
artery. 

The authors report two patients suffering from the 
Stokes-Adams syndrome on the basis of gummatous 
disease of the intraventricular septum. Their review of 
the literature disclosed only 18 cases of syphilitic 
cardiovascular disease in which complete atrial-ventri- 
cular dissociation had occurred. (Arch. Int. Med., 100: 
90, 1957.) 


Vitamins B and C, Gingivitis and Cerebral Palsy 


ALBUM DESCRIBED the treatment of infected and in- 
famed gums of 119 patients with cerebral palsy and of 
others with mental retardation. He had noted in these 
patients that there is a high incidence of periodontitis, 
poor oral hygiene, a high arched palate and a tendency 
to grind the teeth. Also many of these children do not 
have total control of their muscular movements so that 
they do not chew and talk normally. It is impossible to 
give them the best of dental hygiene. Their teeth are 
often decalcified, malformed and hypoplastic. When 
decay does strike, their teeth break down rapidly and 
many cavities occur early in life. The caries index of 
these children appears to be somewhat higher than 
that among normal children. The gums are bleeding 
and spongy, possibly indicating a deficiency of vitamin 
C. Although dietary insufficiency cannot be proved, it 
is strongly suspected. 

The present group of patients was studied by fol- 
lowing them for a period of several months. On the 
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first visit, a biopsy of the gum was performed and a 
sample of venous blood was removed. Then the patients 
were treated with large amounts of vitamins B and C 
including the vitamin-B complex. Treatment was con- 
tinued for three to four months, and at the end of that 
time, blood samples were again taken and a second 
biopsy performed. The clinical examination was then 
correlated with the laboratory findings. 

Nineteen patients were found to have a reduced 
vitamin C level in the blood, and the blood level re- 
turned to normal or above after therapy. The blood 
levels of thiamin and riboflavin were normal before 
therapy and so were not repeated. Biopsies taken be- 
fore and after treatment showed with greater conviction 
the improvement that followed therapy. Inflammation 
was much reduced and the epithelial tissue was thicker 
after treatment with much more prominence of the 
rete pegs. Clinically, the gums were much less spongy 
and had a healthy pink color. 

The author concluded that, in addition to the or- 
dinary problem of the treatment of dental caries, pa- 
tients with cerebral palsy and mental retardation 
sometimes have a dietary lack which can be greatly 
aided by daily oral therapy with vitamins B and C. 
(Oral Surg., Oral Med., and Oral Path., 10: 148, 1957.) 


Management of Exstrophy of the Bladder 


SWENSON REPORTED on 12 patients with exstrophy of 
the bladder treated by primary closure of the defect. 
Although treatment of this condition is not essential 
for life, the child, and later the adult, is constantly wet 
with urine and has pain and discomfort. Uretero- 
sigmoidostomy has been used in the past and offers 
relief from urinary incontinence, but over a period of 
ten to 20 years, many of these patients develop serious 
renal infection. 

The operation for primary closure is performed with- 
in the first few weeks of life, and this is a radical de- 
parture from previous methods. The rationale is that 
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when the bladder mucosa has been exposed for periods 
up to a year or longer, there is irreversible infection 
and polyp formation, and the bladder performance 
subsequently is poor. The bladder is dissected free 
from the surrounding skin and is covered over by 
layers, with care not to damage the bladder posteriorly 
at the uretero-vesical junction. Care is taken not to 
make the bladder neck too small, in order to avoid 
stricture, with subsequent dilatation of the upper 
urinary tract and its undesirable sequelae. 

Few complications were reported. In the 12 cases, 
there have been two wound breakdowns, one complete 
and one partial, and repair has been effective in one 
of those. One patient had a severe renal infection, and 
there have been three fistulas which later were closed. 
In one case, there was incontinence. In several others, 
there was early incontinence that disappeared in about 
one year. In all cases, even with continence under 
normal conditions, there has been leakage of urine 
under great physical stress. Upper urinary tract dila- 
tation was not a feature in these patients, although 
ureteral reflux was present. 

It seems that an operation to close the bladder and 
urethra early in exstrophy is feasible when enough 
tissue is available for the completion of the operation. 
When the bladder and other tissues are small, it may 
be necessary to use some other method, such as the 
transplantation of an ileal segment. One of the main 
problems in technique is the diversion of the urinary 
stream, and as yet, there is no satisfactory method 
beyond the insertion of catheters as described above. 
(Surgery, 42: 61, 1957.) 


Tay-Sachs Disease 


KozINN AND HIS CO-WORKERS have reviewed the records 
of children dying of infantile amaurotic familial idiocy 
(Tay-Sachs disease) in New York City, with special 
reference to genetic factors. 

This is a genetically determined, degenerative dis- 
order of the central nervous system that occurs chiefly 
in infants of the Hebrew race, and that is uniformly 
fatal. During the 12-year period, 1944 to 1955, 58 
deaths were reported due to this disease (34 males, 
24 females). Age at death varied from 1 to 5 years 
(mean, 27.4 months). 

There were three cases of apparently non-Jewish 
antecedents. (Many other cases with no known Jewish 
ancestry for several generations have been reported.) 
From this study, the yearly incidence is one case 
per 8,300 births for Jews, and one per 450,000 births 
for non-Jews. Consanguinity could not be established 
in the parents of any of these cases. 

Affected infants are homozygous for the Tay-Sachs 
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gene. The number of heterozygote carriers for the 
Jewish population is calculated as one in 50 (and one 
in about 300 for non-Jews). 

The clinical effects of the disease may not be manifest 
for some months. The earliest symptoms are visual 
or auditory. The characteristic cherry-red spot in the 
area of the macula may be evident on ophthalmoscopic 
examination within three months. 

The accumulated fatty substances in the brain 
represent a new group of lipids—gangliosides. These 
contain neuraminic acid. Thus, the basic defect in 
Tay-Sachs disease has been postulated as a develop- 
mental failure in a specific enzyme system—leading 
to the accumulation of an abnormal by-product of 
intermediate lipid metabolism. (J. Pediat., 51:58, 1957,) 


Exercise and the Coronaries 


ECKSTEIN PRODUCED experimental narrowing of the 
circumflex coronary artery in over 100 dogs. These 
preparations were considered comparable to human 
beings with coronary disease limited to one major 
artery or with severe narrowing of one artery and 
minimal narrowing of the remaining arteries. It was 
felt that similar mechanisms would operate to develop 
collateral vessels in these preparations and in man. 

Resting animals developed collateral coronary anas- 
tomoses, and this development was proportional to 
the initial degree of constriction. In a small group 
subjected to chronic treadmill exercise, collateral 
growth was increased significantly above that caused 
by moderate or severe constriction alone. 

Eckstein’s data suggest that a pressure differential 
along the narrowed coronary vessel and decreased 
coronary blood flow (with subsequent decrease in 
myocardial oxygen tension) are necessary for growth of 
collaterals. The judicious use of early and continued 
exercise may favor increased collateral anastomoses 
in the coronary circulation and reduce the clinical 
manifestations of coronary disease. (Circulation Re- 


search, 5: 230, 1957.) 


Action of Polymyxin and Dihydrostreptomycin on 
Fecal Flora 


In THE THERAPY of bacterial diarrheas, the intention 
is not to induce sterility of the gut contents, but 
rather to alleviate mucosal inflammation, to adsorb 
irritant toxins and to bring about the reduction of 
the bacterial flora which may include the causative 
agent or agents of the disease. Relief in the first two 
instances is provided by oral preparations containing 
infusorial earths in alumina gels. 

In order to broaden the antibacterial scope, Elias 
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and his associates used a combination of polymyxin 
Band dihydrostreptomycin in a flavored preparation 
containing alumina gel in which was suspended pectin 
and a specially selected grade of hydrated magnesium 
aluminum silicate. They compared this preparation 
with similar ones employing either polymyxin B or 
dihydrostreptomycin sulfate. The results of this ex- 
periment indicate that the combined antibiotic prepara- 
tion brings about the greatest diminution in fecal 
bacterial colony count. Concentrations of both anti- 
biotics in the feces reached a level above the sen- 
sitivity range of most fecal bacteria. (Antibiot. Med. 
& Clin. Therapy, 4: 283, 1957.) 


Virus Transmission in Cockroaches 


THE TRANSMISSION of the polioencephalomyelitis group 
of viruses is not clear. Flies have been incriminated as 
potential vectors. Fecal-oral dissemination is the most 
probable natural mode of transmission. In many areas 
of the world, the association of cockroaches with man’s 
food and excreta exceeds that of flies. This has 
prompted Fischer and Syverton to study the survival 
of Coxsackie virus following oral ingestion by the 
common American cockroach. 

Pooled gastrointestinal tract samples were removed 
at five-day intervals up to 20 days from cockroaches 
fed a single meal containing Coxsackie virus. The 
samples contained sufficient virus to kill test mice. 
The feces of mice that fed on these insects similarly 
contained lethal amounts of virus. 

This virus has been recovered from the sewage of 
cities in which Coxsackie infections have occurred. 
The experiments cited suggest a possible role for 
cockroaches in the transmission of sporadic Coxsackie 
and poliomyelitis infections in man. (Proc. Soc. Exper. 
Biol. &> Med., 95: 284, 1957.) 


location of Carcinoma of the Breast 


Pierce and associates studied 416 cases of carcinoma 
of the breast in a search for some relationship of the 
location of the lesions to prognosis. Comparison of 
five-year survival rates in different groups of cases indi- 
cated that there was, in general, little difference in 
prognosis according to the location of the lesion (Figure 
1). However, in the absence of axillary metastasis, the 
five-year survival rate was distinctly better for patients 
having a cancer in the lateral half of the breast than for 
patients having a lesion in the medial half of the breast 
(Figure 2). This latter finding does support the thought 
that cancer of the medial half of the breast is a more 


lesion. (Surg., Gynec. Obst., 103: 759, 
6.) 
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Gamma Globulin as an Anticancer Agent 


Lore, SANDBERG AND Amos have briefly summarized 
the literature on host resistance to malignancy and 
have presented some of their own clinical investiga- 
tions. They named the criteria for spontaneous re- 
gression of tumors as follows: (1) biopsy of the pri- 
mary tumor; (2) no therapy or a demonstrated lack of 
effectiveness of therapy, with objective evidence of con- 
tinued growth confirmed by biopsy; (3) disappearance 
of the tumor mass, confirmed by appropriate biopsy. 

In the role of host immunity, the authors referred 
to such factors as hormonal imbalance resulting in a 
therapeutic effect, intercurrent infection with release 
of bacterial toxins inimical to tumor cell growth, and 
hyperpyrexia with selective death of temperature- 
susceptible cancer cells. In this connection, there are 
cases that have remained apparently free of all evi- 
dences of malignancy for years following excision of 
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Figure 1. Five-year survival rates according to localization of car- 
cinoma of the breast. 
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Figure 2. Five-year survival rates according to localization of car- 
cinoma of the breast when axillary metastasis was not present. 
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the primary tumor, only later to show sudden evidence 
of widespread metastasis. 

The authors administered gamma globulin intra- 
venously, using doses of 5 Gm. of the commercial 
product in 500 cc. of 5 per cent glucose and later giv- 
ing increasing doses on successive days up to a maxi- 
mum of 100 Gm. In most instances, the daily infusion 
of gamma globulin was limited to 50 Gm. The maxi- 
mum rate of infusion was approximately 50 Gm. per 
hour. The largest total dose was 530 Gm. given over 
a period of 15 days. There were few physiologic ef- 
fects. The metabolism of gamma globulin was studied 
by tagging the material with radioactive iodine, and 
the half life was determined to be approximately six 
days. 

Complications of the treatment varied from a mild 
feeling of flushing to an explosive generalized reaction 
with the feeling of impending doom, collapse, a feeling 
of constriction in the chest and inability to breathe or 
talk. These reactions were relieved by an antihistamine 
given after the reaction occurred and preferably could 
be prevented by antihistamine therapy at the time of 
the administration of the gamma globulin. 

The treatment failed to produce appreciable altera- 
tion of the lesion in any of the patients whose diag- 
noses included carcinoma of the breast, lung, pan- 
creas, stomach, gallbladder (one case each) ; multiple 
myeloma (two cases) ; Hodgkin’s disease (two cases) ; 
leukemia (three cases). Two of the patients (chronic 
myeloid leukemia and multiple myeloma) deteriorated 
rapidly while being given large doses of gamma globu- 
lin. The patients had no feeling of subjective improve- 
ment, and there was no relief of pain that had been 
present. 

The authors discussed the future of the treatment of 
cancer by this method. They noted the need for fur- 
ther studies to isolate, quantitate and identify both the 
antigens and the antibodies of the tumors. The ulti- 
mate goal would be the complete isolation of anti- 
bodies so specific that they would selectively kill only 
the malignant cells irrespective of the genetic consti- 


tution of the host. (Surgery, 41: 972, 1957.) 


Endotoxin Shock and Anaphylaxis 


ENDOTOXIN Is 4 lipoprotein-carbohydrate complex on or 
near the surface of the Gram-negative bacterial cell. Ir- 
reversible shock due to bacteremia with Gram-negative 
organisms is a common observation. Weil and Spink 
have studied extensively the mechanism of shock in- 
duced in the dog by endotoxin. They have recently 
reviewed its similarity to classical anaphylactic shock 
occurring in sensitized dogs given a second injection 
of a specific antigen. 
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Single intravenous injections of endotoxins from 
Gram-negative bacteria produced a precipitous fall in 
blood pressure, hyperpnea, excitement and g.gging. 
followed by apathy and coma. Bloody vomitus and 
tenesmus with bloody diarrhea were followed by death 
in three to 18 hours. Liver congestion, submucosal in. 
testinal hemorrhage and gallbladder edema were 
prominent autopsy findings. 

At the onset of shock, there was marked elevation of 
portal vein pressure and massive blood pooling in the 
splanchnic area. Histamine-like substance appeared 
in the inferior vena caval blood. Various nerve sec- 
tioning did not alter the response. In all of these, and 
other respects, endotoxin shock was similar to classic 
anaphylactic shock. 

However, there were two significant differences, 
After endotoxin there were no changes in blood co- 
agulability. In anaphylaxis, there is characteristic pro- 
longation of clotting time due to heparin liberation. 
Also, anaphylaxis does not occur in a sensitized dog 
after hepatectomy. Endotoxins have an additional 
toxic effect that leads to rapid death after hepatectomy. 

These authors consider the reaction to endotoxin an 
example of anaphylactoid shock. This term has been 
used to describe the shock produced by injections of 
peptones, fat emulsions and other substances with 
large molecular sizes. These studies emphasize the 
need for further knowledge of the “trigger” that 
initiates this sequence of events. (J. Lab. & Clin. 
Med., 50: 501, 1957.) 


Eosinophils in Infants 


LOCAL TISSUE EOSINOPHILIA—for example, in the nasal 
cavity—associated with symptoms usually leads to the 
attachment of an allergic etiology. Matheson and his 
colleagues were prompted to evaluate the clinical 
significance of local eosinophilia in infants. 

Thirty per cent of 129 normal newborn infants had 
nasal eosinophilia in the first four days of life. When 
present, eosinophilia persisted for from seven weeks to 
three months. There was no uniform correlation be- 
tween blood eosinophilia and the nasal cells. There 
were also five instances of rectal eosinophilia. 

After observation for ten months, there was 10 
demonstrable relationship between nasal, blood or 
rectal eosinophilia, and family history or clinical evr 
dence of allergy. (J. Pediat., 51: 502, 1957.) 


First Stool in Premature Infants 


SUCCESSFUL TREATMENT of intestinal obstruction in new- 
born infants depends largely on early diagnosis. In 
premature infants, initial delay in feeding may retard 
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development of signs of abdominal distention and 
vomiting. However, another early sign of obstruction 
is failure to pass meconium. This has prompted 
Kramer and Sherry to compare the time of passage of 
the first stool (and urine) in premature infants with 
similar data for full-term infants. 

Ninety-four per cent of full-term infants passed 
their first stool within 24 hours of birth. Eighty per 
cent of a large group of premature infants had their 
frst stool by 24 hours, and 94 per cent by 48 hours 
after birth. (Ninety-two per cent of both full-term and 
premature infants voided within 24 hours after birth.) 

Even in the absence of other symptoms, failure of 
the premature infant to pass stool by 24 hours should 
indicate close observation for signs of intestinal ob- 
struction. Failure to pass stool within the next 12 
hours is an indication for diagnostic procedures. 
(Similarly, close observation of premature infants who 
have not voided in 24 hours is indicated.) (J. Pediat., 
51: 373, 1957.) 


Oropharyngeal Tularemia 


TULAREMIA is a generalized disease although signs and 
symptoms are usually more pronounced locally at the 
portal of entrance of the infection. Manifestations in- 
clude fever and chills, headache, vomiting and diar- 
thea, lethargy, and skin eruptions. Hepatomegaly and 
splenomegaly may occur, sometimes with jaundice. 

Hughes and Etteldorf present the cases of four 
children seen with acute tonsillitis, fever and cervical 
adenitis. Each was strongly suspected of having 
diphtheria. Complications included vague central 
nervous system signs (ataxia and a questionably posi- 
tive Babinski sign) in one, elevated Brucella agglutinins 
in one, and draining sinuses from suppurating lymph 
nodes in one. Two lived in the same house. The diag- 
nosis—previously unsuspected in each case—was es- 
tablished by strongly positive agglutinations with 
Pasteurella tularensis. 

Oropharyngeal tularemia usually results from inges- 
tion of infected food or water. The incubation period 
is from one to ten days. The tonsils are usually covered 
with an exudate or a grayish-white membrane. 

The intradermal skin test of Foshay is useful during 
the first week when agglutination tests are negative. 
Agglutination titers of 1:80 or over are considered 
diagnostic, but rising titers are more significant. The 
authors emphasize that cross-agglutination with Bru- 


cella organisms is common, but the agglutination titer 
of the organism causing the infection always rises 
higher. Culture of the organism is difficult and hazard- 
ous to laboratory workers. This disease responds dra- 


matically to streptomycin. (J. Pediat., 51: 363, 1957.) 
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Incidence of various combinations of sequelae in ten patients with 
chronic pancreatitis (painless). 


Chronic Pancreatitis Without Pain 


ALTHOUGH CHRONIC PANCREATITIS typically is a painful 
disease, Bartholomew and Comfort have reported ten 
cases of chronic pancreatitis in which the disease 
progressed without pain to extensive parenchymal de- 
generation. In these cases the diagnosis depended 
upon correct interpretation of the various sequelae 
that result from the destruction of the pancreas (see 
diagram above). 

In each of the ten cases, the outstanding clinical 
feature was steatorrhea. Loss of weight occurred in 
spite of a ravenous appetite. Clinical improvement was 
uniformly obtained with medical treatment. This con- 
sisted of usual methods for the management of diabetes 
mellitus when that condition existed, and provision of 
a low fat diet supplemented with pancreatin. (Proc. 
Staff Meet., Mayo Clin., 32: 361, 1957.) 


Reactions to Cycloserine 


LEWIS AND HIS ASSOCIATES evaluated the psychiatric and 
neurologic reactions of 30 patients treated with cyclo- 
serine at a dose level of 0.5 Gm. twice a day. Half the 
patients showed some form of neuropsychiatric reac- 
tion. Six showed severe disturbance of function, mani- 
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fested by mounting signs of central nervous system 
instability culminating in grand mal convulsions or in 
borderline or outright psychosis. Psychologic tests 
among the patients not showing obvious psychiatric 
symptoms did not show significant alterations in mood 
and attitude during the course of treatment. The effect 
of cycloserine on the electroencephalographic records 
of the majority of patients was negligible. 

The relationship of toxic symptoms and signs to 
blood cycloserine levels remained obscure. The au- 
thors’ studies failed to disclose a significant difference 
in average blood levels between those patients showing 
toxic symptoms and those who had no symptoms. (Dis. 
of Chest, 32: 172, 1957.) 


Tuberculin Testing of the Aged 


BECAUSE EVIDENCE now suggests that the clinical 
tuberculosis of the future will occur largely in those 
now infected, the tuberculin test becomes an important 
case-finding tool, according to Chesrow and Novak. 
The surviving members of the older generation are 
now contributing a preponderance of the deaths from 
tuberculosis annually. Among people of 60 years and 
over, little tuberculin testing has been done. No con- 


centrated effort has been made to determine what per- 


centage of them is infected. 

The authors tested 2,104 people of 60 years and 
over. Seventy-five per cent of the white population and 
86 per cent of nonwhite groups were tuberculin- 
positive. These people were presumably free from 
active tuberculosis. 

Since a positive tuberculin reaction indicates the 
presence of living tubercle bacilli in the body, it is not 
surprising that the older generation is providing our 
highest morbidity and mortality rates from tuberculo- 
sis. Future testing of this group will indicate whether 
the reservoir of tuberculosis infection is changing. 

The high incidence of reactors in the older popula- 
tion is the result of infection incurred in early child- 
hood and young adulthood. This occurred during a 
period when infection with tuberculosis was almost 


universal. (Dis. of Chest, 32: 217, 1957.) 


Urinary Catecholamines 


SINCE THE MAJORITY OF CASES with pheochromocytoma 
manifest only a persistent hypertension and are there- 
fore difficult to differentiate from cases of essential 
hypertension, it becomes important to have a highly 
specific method for the diagnosis of pheochromocy- 
toma, according to Henry and Sobel. The pharma- 
cologic tests, such as the histamine, benzodioxine and 
phentolamine (Regitine) tests, are known to yield both 
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false negative and false positive tests. The most specific 
test for pheochromocytoma is the determination of 
urinary catecholamines (epinephrine and arte: «nol), 

Catecholamines can be determined by bioassay as 
well as by chemical methods, but the latter are simpler 
and therefore less costly than biologic methods. The 
authors have modified the accepted technique s« that it 
can be performed by any qualified technician under 
the supervision of a clinical chemist. It takes about 
two hours to complete an analysis, and depending on 
the technician, up to four analyses can be run simul- 
taneously. In this report, they present their experi- 
ences with this modified method in a series of normals, 
essential hypertensives, a miscellaneous group of hy- 
pertensives of other etiology and six cases of pheo- 
chromocytoma. Their results indicate that the de- 
termination of catecholamines in urine is a test that 
possesses a high specificity for pheochromocytoma and 
therefore is of great help in the differential diagnosis 
of this condition from other causes of hypertension. 
(Arch. Int. Med., 100: 196, 1957.) 


Rupture of Spleen in Infectious Mononucleosis 


ALTHOUGH INFECTIOUS MONONUCLEOSIS is generally con- 
sidered to be a benign disease, a small number of pa- 
tients develop serious complications, one of these being 
spontaneous rupture of the spleen, according to Poff 
and Lawrence. Their review of the literature discloses 
22 cases of spontaneous or nearly spontaneous rupture 
of the spleen associated with infectious mononucleosis 
—all occurring in males. 

In the authors’ patient, who was also a male, the 
most striking aspect of splenic rupture was the lack of 
precipitating trauma. No cause other than the activity 
of walking about the ward could be elicited. In several 
of the cases reported and in the one discussed by the 
authors, the clinical signs of rupture were accom- 
panied by diarrhea. (Arch. Int. Med., 100: 311, 1957.) 


Congenital Sulfhemoglobinemia 


METHEMOGLOBINEMIA AND SULFHEMOGLOBINEMIA both 
may follow the ingestion of certain drugs or toxins. 
In addition, methemoglobinemia has been reported to 
occur as a congenital abnormality. Miller reports the 
rare instance, perhaps the first, of congenital sulf- 
hemoglobinemia. 

Miller’s patient was one of fraternal triplets, and was 
cyanotic from birth. The mother had not taken any 
medication during her pregnancy. Despite deep cyano- 
sis, complete cardiac, pulmonary and neurologic ex- 
aminations revealed no abnormalities. Then it was dis- 
covered that the father was mildly cyanotic and that 
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there were other “blue” members of the father’s family. 
Spectrophotometric examination for abnormal blood 
pigments of both the patient and the father revealed 
over 1.0 Gm. per cent sulfhemoglobin (normal is less 
than 0.2 Gm. per cent). The patient has developed 
normally despite persistent cyanosis. (Other members 
of the family were not available for blood examination.) 

Methemoglobin and sulfhemoglobin are inert pig- 
ments that are useless as oxygen carriers. Methemo- 
globin can be reverted to the reduced ferrous state by 
ascorbic acid, methylene blue and the enzyme systems 
in the red blood cell. However, sulfhemoglobin cannot 
be reverted to hemoglobin by any known mechanism. 
Its disappearance from the blood depends upon de- 
struction of the red blood cell. It is harmless except 
for its production of cyanosis and its anoxemic effect if 
large amounts are present. 

Drawn blood of these patients is a chocolate color. 
Normally, about 5 Gm. per cent of reduced hemo- 
globin causes noticeable cyanosis. A comparable cy- 
anotic color is produced by 1.5 Gm. per cent of methe- 
moglobin, and less than 0.5 Gm. per cent of sulfhemo- 
globin. (J. Pediat., 51: 233, 1957.) 


Effect of Opiates on Serum Transaminase 


Ir is KNOWN that administration of opiates causes a 
rise in serum amylase and serum lipase values in some 
individuals. This effect has occasionally led to con- 
fusion in the diagnosis of pancreatitis. It is also known 
that some patients with acute pancreatitis show an 
increase in serum transaminase. Foulk and Fleisher 
therefore decided to test the effect of administration 
of codeine on serum transaminase activity. Among the 
16 patients chosen for the study were nine who com- 
plained of episodes of upper abdominal pain recurring 
or persisting after cholecystectomy. Such patients tend 
especially to show a rise in pancreatic enzymes in the 
serum following administration of opiates. Six of these 
nine patients showed a significant increase in activity 
of serum transaminase following administration of 2 
grains of codeine phosphate. In only one of these six 
patients was there a concomitant increase in serum 
amylase or lipase (see diagram at the right). 

The authors were unable to explain the increase of 
serum transaminase activity following the administra- 
tion of codeine, but they thought it probable that 
changes in the biliary tract or liver related to adminis- 
tration of the opiate are responsible. They suggested 
caution in the interpretation of elevated levels of 
transaminase in the serum of patients who are suspected 
of having myocardial infarction or disease of the liver 
or biliary tract and who have recently received opiates. 
(Proc. Staff Meet., Mayo Clin., 32: 405, 1957.) 
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Classification and Treatment of Basal Cell Carcinoma 


PICKERING AND Nicket described the types of basal cell 
carcinoma and gave examples of each, with clinical 
and microscopic correlation and recommended treat- 
ment. Their classification of lesions was as follows: 

1. Cystic Type. The appearance is that of a firm, 
well-defined small cyst with a transparent membrane, 
usually projecting from the skin surface. Microscopic- 
ally, the lesion is circumscribed, and the basal cells are 
arranged in a pattern of cords and open spaces. 

2. Pigmented Type. The lesion is flat or slightly 
raised, indurated and pigmented, with a shiny surface. 
Microscopic section shows the pigment in a mass of 
basal cells usually limited to the area of the palpable 
lesion. 

3. Superficial (Multicentric) Type. This tumor is 
larger in surface area, springs from multiple points of 
origin and has a coating of flakes of desquamated 
tissue. It occurs frequently in hairbearing areas 
(scalp) and is resistant to treatment. Recurrence is 
most often at the periphery of the lesion. When this 
type of tumor is located on nonhair-bearing areas, 
it is less resistant to treatment. Under the microscope, 
the basal cells do not differ from those noted above but 
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are closer to the surface and lie in scattered, apparently 
isolated nests. 

4. “Iceberg” (Submarine) Type. This tumor often 
occurs at the nasolabial fold and is characterized grossly 
by a small superficial ulceration and induration. Micro- 
scopically, the basal cells are arranged as in the cystic 
type and are located deep within the dermis as far as 
the underlying fat. The tumor cells also extend wide 
at the periphery of the lesion, far beyond the visible 
and palpable limits. 

5. Sclerosing (Morphea) Type. This lesion grossly 
has the form of a superficial scar with ill-defined bor- 
ders, is smooth and freely movable, but is slightly 
indurated. There may be mild discomfort. The micro- 
scopic examination shows fine, finger-like cords of 
tumor invading a stroma of heavy scar. The tumor cells 
extend deep and wide beyond the gross limits of the 
lesion. 

Treatment. The cystic and pigmented types of basal 
cell tumors may be easily destroyed by excision, elec- 
trodesiccation and curettage or by irradiation. The 
multicentric tumors, when located in a hair-bearing 
area, require more radical treatment—usually wide and 
deep excision, often with skin grafting. When the 
lesion is found on a nonhair-bearing skin area, more 
conservative methods may be used. 

In the “iceberg” and sclerosing types, radical sur- 
gical removal, with skin grafting, is usually required. 
The tumors often do not “respond” to irradiation 
therapy and may not be widely enough removed by 
electrodesiccation. 

Whenever surgical excision is employed, the authors 
emphasize the obligation of the surgeon to obtain 
frozen sections of the edges and under surface of the 
tissue to be sure that the margins are free of tumor. 


(Plastic and Reconstr. Surg. 19: 218, 1957.) 


Anomalous Left Coronary Artery 


‘THE CORONARY ARTERIES APPEAR in the 12-mm. embryo 
as minute openings in the wall of the truncus arteriosus. 
A spiral endothelial ridge develops inside the truncus 
to divide it into the aorta and the pulmonary artery. 
Normally, this division leaves both coronary ostia in 
the aorta. However, a developmental error can result 
in one or both of the coronary ostia being located in 
the pulmonary artery. Then, unoxygenated blood is 
delivered to the myocardium under reduced pressure. 
This anomaly leads to myocardial degeneration and 
death usually within the first year of life. 

However, a rare individual lives to adulthood with 
a left coronary artery originating in the pulmonary 
artery. Jurishica reports such a case. In an 18-year- 
old boy with patent ductus arteriosus, a thin vein-like 
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left coronary artery arose from the pulmonary a1 ‘ery, 
It was saccular and tortuous. Some distal brariches 
anastomosed with branches of the right coronary 
artery. 

This anomaly leads to left ventricular hypertrophy, 
Symptoms of heart disease have been absent in many 
of the reported adult cases. In nine of 11 cases previ- 
ously described, sudden death occurred at ages be- 
tween 17 and 58. (Am. Heart. J., 54: 429, 1957.) 


Arterial Homograft 


LEHR AND BLAKEMORE HAVE reviewed the accumulated 
literature on the use and preservation of arterial homo- 
grafts. Grafts have been successfully preserved in 
balanced salt solutions, blood, formaldehyde and al- 
cohol, as well as being frozen and freeze-dried. Grafts 
were sterilized by various chemicals and by high-volt- 
age x-ray. No method of sterilization and storage was 
entirely superior, but B. Propiolactone and freeze-dry- 
ing offered certain advantages for long-term storage. 
The over 600 published cases in the literature revealed 
that good results were obtained in aortic replacement, 
especially the descending thoracic aorta and the ab- 
dominal aorta, and in replacement of the common 
iliac arteries. (Surg., Gynec. ¢ Obst., 105: 209, 1957.) 


Mumps Meningoencephalitis 


Bruyn, SEXTON AND BRAINERD reviewed 119 cases of 
mumps meningoencephalitis for the purpose of de- 
lineating the clinical picture. This disease results 
from direct involvement of the central nervous system 
because of virus invasion. There is a wide variation in 
the incidence of clinically apparent nervous system 
disease, perhaps indicating that the virus may vary 
from one epidemic to the next in neurotropic quality. 
It is known also that pleocytosis may occur in the ab- 
sence of any evidence of central nervous system in- 
volvement. 

In the usual case, mumps meningoencephalitis is 
characterized by fever, signs of central nervous system 
involvement and parotid gland swelling. Occasionally, 
the nervous system disorder is present without obvious 
enlargement of the salivary glands. The spinal fluid 
pressure is usually within normal limits. A pleocytosis 
of more than 200 cells per ml. is found in the majority 
of cases, and 80 per cent or more of the cells are 
lymphocytes. 

Mumps meningoencephalitis is essentially a benign 
disease. Fever and signs of meningeal disease subside 
within a few days, and recovery is usually complete. 
Rarely, the disease causes death. (California Med., 
86: 153, 1957.) 
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Upper Gastrointestinal Hemorrhage 


PALMER REITERATES his belief that the physician who 
is responsible for the patient with upper gastroin- 
testinal hemorrhage is obliged to identify the bleeding 
lesion as soon as possible. This is based on the fact 
that specific therapeutic measures are available for 
several forms of bleeding. For the purpose, the patient 
must be examined during active hemorrhage, and the 
diagnostic approach includes esophagoscopic, gastro- 
scopic and roentgenologic examinations in quick 
succession. The author substantiates the value of this 
approach by a report of his experiences with 238 pa- 
tients. There was no evidence that the aggressive 
diagnostic approach was harmful in any way to any 
of the patients. 

In the 238 patients of this report, a specific diag- 
nosis of the cause for bleeding was established quickly 
in 88.7 per cent of the cases. One of the startling 
revelations was that only 23 per cent of the hemor- 
thages were due to duodenal ulcer and only another 13 
per cent to gastric or stomal ulcer. On the other hand, 
59 per cent of the patients were found at the time of 
hemorrhage to have an ulcer. The author suspects that 
the very high incidence of ulcer-bleeding reported in 
some series can be ascribed to the habit of incrimina- 
tion through mere detection. The point is that evi- 
dence of an ulcer persists, while many bleeding lesions 
(erosive gastritis and erosive esophagitis) may heal 
quickly following hemorrhage. Postponement of a diag- 
nostic effort therefore leads to false impressions about 
the cause for hemorrhage. The diagram at the right 
contrasts Palmer’s experience with prevalent impres- 
sions regarding the frequency of peptic ulcer as a 
cause for acute upper gastrointestinal hemorrhage. 


(Am. J. M. Sc., 233: 497, 1957.) 


Giant Cell Hepatitis 


A DIFFUSE HEPATIC DISEASE of the newborn infant, char- 
acterized by the presence of large numbers of giant 
multinucleated liver cells, has been described in a 
variety of disorders. These include erythroblastosis 
fetalis, biliary atresia and congenital syphilis. Several 
cases with a familial incidence have been reported that 
were not associated with other diseases. Now, Bain, 
Wang and Misanik add a case of hereditary spherocy- 
tosis to this list. 
In this case, spherocytic anemia and severe obstruc- 
te jaundice dominated the clinical picture. Giant cell 
hepatitis was found at autopsy. 

It has been theorized that the giant liver cell is a 
nonspecific reaction to diffuse injury of the fetal and 
neonatal liver. That it is not in itself a congenital mal- 
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Estimates of prevalence of peptic ulcer as cause for 
acute upper gastrcintestinal hemorrhage depend 
upon the rapidity and aggressiveness of the diagnos- 
tic approach. 


formation is supported by the fact that some infants 
recover completely. The possibility of placental trans- 
mission of hepatitis to the infant has been entertained, 
but the maternal serum has not been studied in these 
cases. (J. Pediat., 51: 549, 1957.) 


Subacute Thyroiditis and Mumps 


Tuyrorpitis is usually associated with fever and gen- 
eral malaise. In its nonsuppurative form, it resolves in 
about 14 days, and deaths are rare. In its suppurative 
form, the course is stormy, prolonged and sometimes 
fatal. Many organisms have been recovered from the 
gland in the suppurative form, but attempts to recover 
an infectious agent by biopsy in the nonsuppurative 
type or “subacute” thyroiditis have been unsuccessful. 

Blattner has reviewed a study reported in the British 
journal, Lancet, in which an intensive search for a 
viral agent was made in 15 patients with subacute or 
nonsuppurative thyroiditis. 
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The illness usually began with anorexia, malaise and 
mild fever, accompanied by pain radiating from the 
neck to the ears that was more noticeable on swallow- 
ing. Unilateral or bilateral swelling and tenderness of 
the thyroid gland followed within two or three days. 
Sweating and tachycardia were prominent features. 
Some patients complained of abdominal discomfort. 
The combination of a high serum PBI level and low 
radioiodine uptake was common. Eleven of the 15 pa- 
tients received steroid therapy with prompt reduction 
of glandular swelling and fever. 

In two of four cases in which biopsy was performed, 
an infective agent identical with the virus of mumps 
was recovered from thyroid gland tissue. 

Other evidences for this etiologic relationship in- 
cluded a significantly elevated incidence of positive 
complement fixation tests in this group, elevated blood 
diastase (above 200 Somogyi units) in three of six 
instances in which enzyme studies were done, and a 
concurrently high incidence of classical mumps in the 
general population at the time, with many close con- 
tacts among these 15 patients. (J. Pediat., 51: 483, 
1957.) 


Continuous Determination of Blood Volume 


Rocuun, Tatsot, Gorson, AND BLAKEMORE have de- 
veloped a method of continuous blood volume determi- 
nation. A portion of the patient’s red blood cells are 
tagged with radioactive chromium and then reinjected 
into the patient. Blood from one vein flows out through 
a catheter, passes through a “peristaltic action” pump, 
then through a deep-well scintillation counter, and 
then returns to the patient through a catheter to an- 
other vein. By means of the count of the radiation 
emitted as the blood passes through the scintillation 
counter, it is possible to calculate the patient’s blood 
volume continuously. 

The experimental error in this method is no greater 
than that resulting from the use of other blood volume 
measurements. It has been possible by the use of sili- 
coned tubing to eliminate the use of anticoagulants. 
The procedure is especially valuable in patients where 
an operation requires the use of extracorporeal circula- 
tion. (Surgery, 42: 659, 1957.) 


Anileridine as an Analgesic 


Drirps, MILLER AND KNEALE compared the actions of 
anileridine (a derivative of meperidine) with morphine 
and meperidine in 415 patients. The comparison in- 
cluded effectiveness in immediate postoperative pain 
and restlessness, depressive effect on respiration, 
circulatory depressant effect, and histamine liberation. 
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Splenoportography 


Intramuscular injections were used. Equijotent 
dosage ratios appeared to be: morphine 1, anileridine 
2 to 2.5, meperidine 3.5 to 5. The average duration of 
relief from pain and restlessness was 50 minutes for 
anileridine, 58 minutes for meperidine, and 72 minutes 
for morphine. The drugs were also given intravenously, 
The doses used were small, the effect was brief, and 
there was a greater tendency for a patient emerging 
from a general anesthetic to be reanesthetized. 

Anileridine was found to be less potent in relieving 
pain than either morphine or meperidine. However, it 
exhibited less respiratory and circulatory depression 
than the other two drugs. No effects of histamine re- 
lease were observed in its use. The authors believe that 
continued evaluation of anileridine is warranted, 


(Surg., Gynec. 7 Obst., 105: 322, 1957.) 


Peridural Block 


BonIcA AND CO-WORKERS have analyzed the results of 
peridural blocks performed in more than 3,500 pa- 
tients. Each clinical application of the peridural block 
has been considered, and this method has been com- 
pared with other methods generally used for anes- 
thesia. 

In special circumstances, such as cordotomy, in- 
guinal herniorrhaphy, and various operations of the 
lower extremity and perineum, this technique of anes- 
thesia was found to have advantages not attained by 
any other method. Peridural analgesia was valuable in 
managing the pain of the first stage of labor and in 
providing anesthesia for vaginal delivery and cesarean 
section. This anesthesia was also valuable in many 
diagnostic procedures. It was less effective than other 
types of anesthesia in surgery of the upper abdomen, 
thorax and neck. (Anesthesiology, 18: 723, 1957.) 


Clinical Appraisal of Percutaneous 


DEWEESE AND ASSOCIATES BELIEVE that percutaneous 
splenoportography is a good, relatively safe radiologic 
examination in properly selected patients. Thus, 84.3 
per cent of 134 splenoportograms in 120 patients were 
completed successfully. Serious splenic hemorrhage 
occurred in one of these patients as a result of the 
examination, but emergency splenectomy was not re- 
quired. 

The greatest value of the test has been in the evalua- 
tion of patients with portal hypertension and in deter- 
mining the postoperative patency of a portacaval shunt. 
The procedure has been found very useful in out- 
lining mass lesions of the liver and upper abdomen. 
(Arch. Surg., 75: 423, 1957.) 
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Transmission of Colds 


Ix a sruDY on the effects of certain host factors upon 
susceptibility to colds, Dowling and his colleagues in- 
iilled infectious secretions taken from patients with 
common colds into the nares of human volunteers. The 
following interesting results were obtained. 

Among 143 allergic subjects, 45 per cent developed 
colds. Among 693 nonallergic subjects challenged in 
the same manner, 31 per cent developed colds. These 
differences were statistically significant. 

Tobacco smoking and prior removal of tonsils bore no 
relationship to the frequency of development of the ex- 

rimental common cold. 

Ten of the 13 female volunteers who were chilled 
and then given an infectious secretion during the mid- 
dle third of the menstrual cycle developed colds (77 per 
cent). This incidence was significantly higher than that 
in subjects similarly treated during the first or last 
third of the menstrual cycle, or in those challenged 
during the middle third without being chilled. 

These studies may throw additional light on why 
some persons have more colds than others. Women 
are known to acquire colds more frequently than men. 
The influences of endocrine secretions on the nasal 
mucosa and on resistance to infections are contro- 


versial. (J. Lab. e> Clin. Med., 50: 516, 1957.) 


Onset of Tetanus 


Iv A REVIEW of 1,047 cases of tetanus seen in Sao 
Paulo, Brazil, Pinheiro presents some interesting data 
on factors influencing mortality in this disease. 

Mortality rate is higher when the incubation period 
is short—one to five days. Short incubation periods 
correspond to the presence of extremely virulent bacilli 
and large amounts of potent toxin. However, since 
wounding and contamination are not always chrono- 
logically coincident, the incubation period cannot al- 
ways be accurately measured. 

The author has related mortality rate to ‘onset 
time”’—the period from the appearance of the first 
symptom to the first spasm. This is an accurate and 
valuable index of prognosis. The chart at the right 
indicates that an onset time of less than 48 hours 
signifies a bad prognosis. (In such cases, according to 
the previous work of Cole, the period of survival of the 
patient is roughly three times the “onset time of the 
disease.””) 

The most commonly observed initial symptoms in 
this series, from which to measure “onset time,” were 
trismus, back pain, rigidity of the neck, generalized 


hypertonia, dysphagia and fever. (J. Pediat., 51: 171, 
1957,) 
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Pernicious Anemia in the Presence of Free 
Hydrochloric Acid 


ALTHOUGH a histamine-fast achlorhydria has long been 
considered mandatory for the diagnosis of pernicious 
anemia, exceptions to the rule have occasionally been 
reported. In the past, however, there was no way to 
test the validity of the diagnosis in such exceptional 
cases. Radioisotopic methods have changed that. 
Pernicious anemia is considered to be the result of a 
failure to absorb vitamin B,2 because of a deficiency of 
intrinsic factor in the stomach. When the vitamin Bi 
is labeled with radioactive cobalt, such absorption 
failure can be proved. If, subsequently, the labeled vita- 
min By: is satisfactorily absorbed when it is given in con- 
junction with intrinsic factor, the specific deficiency of 
intrinsic factor in the test subject seems substantiated. 
Using this method, Harris-Jones, Swan and Tud- 
hope confirmed the diagnosis of Addisonian pernicious 
anemia in a 16-year-old girl. In this case, not only was 
there free hydrochloric acid in the stomach, but the 
gastric mucosa showed a normal histologic pattern. 


(Blood, 12: 461, 1957.) 


Cholecystography After Peritonitis 


SancHEz-Uspepa, Ruzicka AND RovusseLor demon- 
strated that the function of the normal gallbladder, as 
demonstrated by cholecystography, may be impaired 
for as long as 12 weeks after an attack of peritonitis. 
The implications of this fact are obvious in the patient 
who has had an attack of abdominal pain with signs of 
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peritoneal insult and in whom a diagnosis of gallblad- 
der disease is one consideration. A single early ab- 
normal cholecystogram could hardly be used as proof 
for gallbladder disease. 

The authors note that acute pancreatitis is another 
cause for transient failure of the gallbladder to fill dur- 
ing cholecystography. By analogy, it would be neces- 
sary to make repeated studies before concluding that 
gallbladder disease is the basis for an attack of pan- 
creatitis in an individual case. (Wew England J. Med., 
257: 389, 1957.) 


CO, for the Diagnosis of Pericardial Disease 


BECAUSE OF THE DIFFICULTIES in establishing a roentgen 
diagnosis of pericardial effusion, Paul and his associates 
have used intravenous carbon dioxide for intracardiac 
gas contrast in the roentgen diagnosis of pericardial 
effusion and thickening. The authors had previously 
demonstrated the safety of intravenous carbon dioxide 
gas experimentally in anesthetized dogs. 

Adult patients have tolerated intravenous carbon 
dioxide well. There was no discomfort and no reaction 
following rapid injections of 50 to 100 cc. of the gas. 
With the patient in the left decubitus, the lateral 
margin of the right atrium is readily demonstrated by 
intracardiac gas contrast. The buoyancy of the gas 
bubble maintains it in contact with the lateral atrial 
wall until the gas is dissipated. Fluid or pericardial 
thickening will appear lateral to and above the visual- 
ized right atrial wall. (Am. J. Roentgenol., 78: 224, 
1957.) 


Pitressin in Urography 


TWO NECESSARY CONDITIONS for good diagnostic results 
in excretory urography are a normal rate of excretion 
of the contrast material by the kidneys and an ap- 
propriate concentration in the major collecting sys- 
tems, according to Bream. The first is dependent on 
renal hemodynamics in a sufficient number of normally 
functioning nephrons. The second condition is also 
dependent on normal renal function, but in addition, 
demands the action of the antidiuretic hormone, vaso- 
pressin. Thus, when there is a marked pathologic re- 
duction in the number of functioning nephrons, an 
adequate excretory urogram cannot be obtained. If, 
however, the contrast material is excreted at a normal 
rate, but inadequately concentrated because of di- 
minished antidiuretic hormone activity (as occurs with 
hydration), the administration of pitressin may result 
in a diagnostic urographic examination. 

In ordinary roentgenologic practice, secretion of 
pitressin is promoted by asking the patient to refrain 
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from drinking fluids for about 12 to 18 hours. ! )ehy- 
dration has several disadvantages, such as the un- 
desirability of withholding needed fluids in certain pa- 
tients, the occasional need for the examination in an 
emergency situation and the discomfort of thirst for 
the patient. 

In a series of 453 excretory urograms, the author 
determined that the intramuscular injection of one unit 
of pitressin to hydrated patients resulted in studies 
that were comparable to those obtained in patients who 
were dehydrated prior to excretory urography. Pa- 
tients with hypertension or coronary artery <isease 
were not given pitressin. Pregnant women were also 
excluded. 

Thus, pitressin is of value in emergency urography 
and in several clinical conditions in which dehydra- 
tion is undesirable. 

The pitressin is injected in the patient intramus- 
cularly 35 to 40 minutes before the intravenous ad- 
ministration of the contrast material. (Am. J. Roent- 


genol., 78: 343, 1957.) 


Maintenance of Adrenal Cortical Responsiveness 


WHEN GIVEN in adequate amounts, the therapeutically 
and metabolically active hydroxycorticoids suppress 
the activity of the normal pituitary-adrenal axis. This 
occurs by suppression of endogenous secretion of 
pituitary corticotropin (ACTH). This effect is marked 
with all of the adrenal corticoids used for systemic 
treatment, such as cortisone, hydrocortisone, predni- 
sone and prednisolone. If adequate doses of exogenous 
steroid are given for long periods, the adrenal cortex 
slowly involutes and becomes atrophic. Accompanying 
this anatomic decrease in mass is a physiologic loss of 
sensitivity to stimulation, characterized by decreasing 
output of corticoid in response to standard stimulating 
doses of corticotropin. The most frequently reported 
cause of adrenal cortical insufficiency has been the 
stress of surgery following the abrupt withdrawal of 
corticoid therapy. 

During prolonged corticoid therapy, adrenal cortical 
responsiveness can be restored rather uniformly within 
two to five days by the administration to the patient 
of adequate amounts of exogenous corticotropin. 
Young and his associates determined that if a sufl- 
ciently large dose of corticotropin was given once each 
week, adrenal responsiveness could usually but not 
invariably be maintained. The authors showed that 
the concurrent administration of repository cortico- 
tropin injections at weekly intervals, when given in in- 
dividual doses of 200 units or more, prevented adrenal 
unresponsiveness in the patient. (Arch. Int. Med., 100: 
1, 1957.) 
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Acute Cholecystitis 


BeckER, POWELL AND TuRNER reviewed the clinical fea- 
tures in 1,060 cases of acute cholecystitis collected from 
the records of the Charity Hospital in New Orleans 
over a period of 18 years (1938-1955, inclusive). About 
98 per cent of the patients were over 60 years of age, 
and death in this group constituted 72.1 per cent of 
the total deaths. Eighty per cent of the patients were 
females, and whites were afflicted much more often 
than Negroes. Cholelithiasis was present in almost 90 
per cent of the operative cases. There were 68 deaths in 
the entire series of 1,060 cases, a mortality of 6.4 per 
cent. That was thought to be an excessive figure, but 
the authors noted an improvement during the latter 
nine-year period of the study (see diagram at the 
right). 

Of the 1,060 patients, 381 were treated without 
operation, and among those operated upon, cholecys- 
tectomy and choledochostomy were carried out in 140 
patients. In view of the fact that stones were recovered 
from less than one-third of the ducts explored and 
that the mortality rate was twice that for cholecystec- 
tomy alone, the authors suggested that the less urgent 
indications for choledochostomy should be ignored in 
the poor-risk patient and in the presence of major 
anatomic hazards due to the acute inflammatory 


process. (Surg., Gynec. @ Obst., 104: 491, 1957.) 


Ventilatory Insufficiency 


Bsork AND ENGsTRoM srupIED 61 thoracic surgical 
cases in which there was marked ventilatory insuf- 
ficiency. Included in their cases were those in whom 
there was a decreased ability to perform respiratory 
work, for example, patients with poliomyelitis, intoxi- 
cations, increased intracranial pressure, myasthenia 
gravis and shock. There were also patients in whom 
increased respiratory work was due to unfavorable con- 
ditions for ventilation, such as massive pulmonary in- 
filtrations, pulmonary fibrosis, emphysema, bronchial 
stenosis, thickened pleura with fixation of ribs and dia- 
phragm, and multiple rib fractures. 

Whatever the cause of respiratory insufficiency, there 
is an indication to increase the alveolar ventilation by 
(a) tracheostomy, which will make the spontaneous 
ventilation more effective by diminishing the dead 
space and facilitating removal of the bronchial secre- 
tions by aspiration; and (b) artificial ventilation, which 
will relieve the patient from respiratory work and in- 
sure an adequate ventilation in spite of unfavorable 
mechanical conditions. The authors’ method includes 
first « tracheostomy and then an air-tight connection 
between the lungs with the respirator established 
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Mortality Rate Percentage 


1938-1946 1947-1955 


Comparison of mortality rates during two nine-year 
periods in an 18-year study of 1060 cases of acute 
cholecystitis. 


through an ordinary silver cannula provided with a 
rubber cuff. Using this technique, there has been no 
case of pressure necrosis and tracheoesophageal fistula. 
They use a volume-cycled respirator operating with 
positive-negative airway pressures. Frequent aspira- 
tions through the tracheostomy tube are made. (J. 
Thoracic Surg., 34: 228, 1957.) 


Symptomatology of Abdominal Aneurysm 


Baratt-Boyes HAS sTUDIED 51 cases of abdominal 
aortic aneurysm. All of these patients had athero- 
sclerosis. One patient also had syphilis. There were 34 
men and 17 women in the series. The average age at 
the time of the initial diagnosis was 66 years. 

Pain in the abdomen, back and thigh was the most 
common symptom and was noted in 77 per cent of cases 
diagnosed. Fifty-six per cent of patients had gastroin- 
testinal symptoms (anorexia, nausea, vomiting, and 
diarrhea). However, 18 of the 51 patients were admitted 
to the hospital as acute emergencies with aneurysmal 
symptoms. With the elimination of this group, 60 per 
cent of the remaining patients were completely asymp- 
tomatic. 

On examination, a pulsatile abdominal tumor was 
noted in 28 cases and a nonpulsatile mass in four. 
Half of the patients were hypertensive. 

Itis important to note that pain was the first symptom 
in 17 of 18 patients who had ruptured aneurysms. In 
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the remaining patient, the initial symptom was col- 
lapse. The presence of abdominal pain with a pulsatile 
abdomina! mass constitutes a surgical emergency. 

Of these 51 patients, 44 have died. In addition to 18 
patients admitted with ruptured aneurysm, five pa- 
tients died of subsequent rupture. Ten patients died 
from other cardiovascular causes, and 11 patients died 
from noncardiovascular causes. The author notes that 


with the remainder of the plasma and then pla ed on 
glass slides and stained. 

The slides were carefully studied for evideuce of 
cancer cells. In a series of 179 patients with known 
cancer, tumor cells were found to be present in the 
peripheral circulation in 93 instances. 

Further studies were made on blood samples ob- 
tained from veins draining tumor sites in 109 patients, 


excision of the aneurysm, followed by grafting, is the 
best available treatment for abdominal aortic aneurysm. 
(Lancet, 272: 716, 1957.) 


Surgery of Primary Pulmonary Tuberculosis 


SURGICAL INTERVENTION in primary tuberculosis of 


childhood is indicated in five conditions, according to 


Sixty of these patients were found to have tumor cells 
in the blood. In blood specimens obtained after opera- 
tive manipulation of the tumor, there did not appear 
to be a significant increase in the number of cells 
present. However, if chemotherapeutic agents were ad- 
ministered to the patients, there appeared to be a de- 
crease in the number of tumor cells found in the 
samples of blood. (Am. Surg., 146: 580, 1957.) 


Chesterman. The first of these is an acute perforation . 

of a major air passage that causes severe respiratory 4 sion of Gastrointestinal Bl catlteaes Q. 

embarrassment. An immediate bronchoscopic aspira- 

tion is often a life-saving measure when this occurs. | HENRY HAS USED a mixture of hydrogen peroxide and 

Second, the perforation of a glandular mass into a __ barium as a diagnostic aid in cases of upper gastroin- 

main airway may cause recurrent episodes of obstruc- __ testinal bleeding in which the bleeding abnormality 

tion. In this situation, glands should be excised and __ was not otherwise apparent. He added approximately 

the perforation sutured. A third indication for surgical 12 ml. of hydrogen peroxide to 180 ml. of standard J A 

treatment is the enlargement of glands causing barium, as the test mixture. In the presence of blood,a § 

bronchial obstruction and pulmonary collapse lasting = foam forms that is readily seen on the x-ray films. fa 

more than one month. The mass should be excised. This method is of no use in detecting bleeding areas § ™ 
The other two conditions in which Chesterman __ in the colon, as fecal matter will also cause foaming of J * 

recommends operation result from long-standing glan- _ the mixture. A certain number of false positives are ob- 

dular pressure, causing fibrous bronchial stenosis or _ tained in the upper gastrointestinal tract. Further, the J 

superior vena caval obstruction. If bronchial stenosis mixture will not always foam at the exact point of § 4 

has resulted, the area may be resected along with ad- _ bleeding and the detection of foaming is interpreted to § P 

jacent nonfunctioning pulmonary tissue, or the area —_—smean that the bleeding point is in the area of the foam- 

of stricture and diseased pulmonary tissue, ifany, may ing or proximal to this. No untoward sequelae have 9 4 


be resected and the remaining bronchial tissue re- 
anastomosed. The author advised a careful lysis in the 
presence of superior vena caval or esophageal obstruc- 
tion. (Thorax, 12: 159, 1957.) 


Fate of Tumor Cells in the Blood Stream 


ACCORDING TO ENGELL, tumor cells were demonstrated 
in the circulating blood in 1869. In 1955, Engell per- 
formed a comprehensive study of cancer cells in the 
blood. Moore, Sandberg and Schuberg have repeated 
Engell’s studies and have performed other studies on 
malignant cells in blood. 

The authors used 5 ml. of venous blood and added 
it to a solution containing 1 mg. of heparin, 80 mg. of 
fibrinogen and 2 ml. of water. Occasionally a few ml. 
of saline were added as a diluent to speed red cell 
sedimentation. Following sedimentation, the plasma 
was withdrawn. This was centrifuged and the super- 
natant liquid decanted. The buffy coat was mixed 
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resulted from the examination. (Am. J. Roentgenol., 


78: 698, 1957.) 


Ulcerative Colitis 


THE INDICATIONS FOR SURGERY in ulcerative colitis may 
be summarized under four main headings: chronic in- 
validism with failure of response to medical manage- 
ment; acute fulminating disease; the presence of com- 
plications; the risk of carcinoma. 

Four operations are commonly used in the surgical 
treatment of ulcerative colitis: ileostomy, partial colec- 
tomy, total proctocolectomy and colectomy with ileo- 
rectal anastomosis. Duke, Lockhart and Mummery be- 
lieve that a primary colectomy is best in most cases. 
However, in some cases, an ileostomy is all a patient 
can sustain. The authors favor “ileostomy clubs” for pa- 
tients, and they believe that a permanent ileostomy is 
not a severe handicap when managed correctly. (Bri. 
J. Surg., 45: 25, 1957.) 
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Unresponsiveness to Mercurial Diuretic 
Q. 4 55-year-old man with hypertensive heart disease and 


heart failure has always shown a good response to 
mercurial diuretics until recently. Now, even a 2-cc 
dose intramuscularly has little diuretic effect. What 
are some of the reasons for this kind of change? 


A. The commonest cause for lack of response to mer- 
curial diuretics in the presence of congestive heart 
failure with edema, is a disturbance of the body’s elec- 
trolytes. Repeated diuresis from frequent injections of 
amercurial, may induce three types of response: 

1. Mercurial diuresis is usually followed by a prompt 
adjustment of the water and electrolyte levels without 
any significant physiologic dislocation, despite re- 
peated injections. 

2. The most characteristic abnormal response to fre- 
quent mercurial diuresis is the excretion of chloride in 
excess of sodium as compared to the relative concen- 
trations in the plasma. Excessive chloride is excreted 
with potassium, ammonium, or both. This may lead to 
what is termed diuresis hypochloremia. 

3, Repeated mercurial diuresis may result in an ex- 
cessive excretion of chloride, sodium, and water. If 
water, and to a lesser extent, chlorides, are replaced by 
oral intake while restricting the sodium intake, an elec- 
trolyte disturbance pattern termed hyponatremia (low 
salt syndrome) may occur. 

When, in the presence of edema, diuretics become 
ineffective, one should evaluate the patient completely 
to determine whether the unresponsiveness is due to a 
rapid deterioration of the myocardium, to insufficient 
digitalis, or to some other obvious cause. In the absence 
of any of these factors, one must consider the possi- 
bility of hypochloremic alkalosis, with replacement of 
chlorides being the obvious solution. Laboratory de- 
terminations should be made when possible to guide 
one’s therapeutic thinking; when not feasible, careful 
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administration of chlorides can at times be followed by 
dramatic improvement. If the patient can take medicine 
orally, give him 6 to 9 Gm. (enteric coated) of am- 
monium chloride in divided doses for one or two days; 
then repeat the mercurial injection. If he cannot take 
the medication orally, one may give 1 or 2 per cent 
ammonium chloride in 5 per cent glucose in water. 
One must avoid giving this faster than 1 Gm. per hour 
or more than 10 Gm. of the ammonium chloride in 24 
hours. 

A good practice is to administer 2 to 3 Gm. of am- 
monium chloride in divided doses per day for three 
days prior to each mercurial injection. 

The low salt syndrome, potassium deficiency, or an 
excess of the pituitary antidiuretic hormone (ADH)— 
each may at times be responsible for lack of diuretic 
response. 


Treatment of Snakebite 


Q. lam planning to take a trip out West and Southwest 
in the near future where there are reputedly many 
rattlesnakes and other poisonous varieties of snakes. 
I am interested in learning the best method for the 
immediate care of snakebites, especially the rattlesnake, 
and also in learning if there are some types of sera 
or vaccine available to counteract the effect of snake- 
bites. 


A. The best immediate treatment of snakebite is the 
application of a ligature several inches above the site 
of the bite, if it is on an extremity, and the application 
of cold, preferably by immersion in ice water, until the 
specific antivenin is available. 

Recent studies on the treatment of snakebite indi- 
cate that incision and suction or other types of local 
therapy are rather useless, unless a wide incision is 
made immediately after the bite. Since most bites occur 
in the extremities near the ankle or wrist, it is ob- 
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viously impossible, because of the underlying struc- 
tures, to excise an area large enough and deep enough 
to insure removal of the venom (an area 6 to 12 centi- 
meters in diameter). It is evident that the person at- 
tempting local excision or incision and suction cannot 
know the direction in which the fangs penetrated nor 
can he be sure of removing all of the involved tissue 
without destroying tendons, nerves, and blood vessels. 
The application of cold to the injury has no effect on 
the antivenin but does limit the action of the spreading 
factor in the snake venom. 

The Wyeth Company manufactures polyvalent anti- 
venin for the following snakes: the crotaline snakes (pit 
vipers) of North and South America, including rattle- 
snakes, moccasins and copperheads of the United 
States; the fer-de-lance type snakes (Bothrops) and 
others of Central and South America, including the 
tropical rattler (Crotalus terrificus), the cantil (Ag- 
kistrodon bilineatus) and the bushmaster (Lachesis 
mutus). This antivenin therefore takes care of all of 
the venomous snakes encountered in the United States 
with the exception of the coral snakes. If the bite is on 
an extremity, as practically all of them are, as soon as 
the patient has been tested for sensitivity to horse 
serum and the dried antivenin has been reconstituted, 
the antivenin is injected circumferentially around the 
extremity 3 to 4 inches above the area of swelling. The 
injection is made subcutaneously. If the bite is believed 
to have penetrated a blood vessel, it is necessary to 
use additional units of antivenin intravenously, well 
diluied in saline or in 5 per cent dextrose in distilled 
water. 

It should be remembered that snakes vary greatly in 
the amount of venom they carry. The diamondback 
rattlesnake of Florida and of the Southwest reputedly 
has the largest amount of venom—some 900 milligrams 
per bite immediately after hibernation in a fairly young 
but large snake. If the snake has bitten animals or its 
food in the days immediately preceding the human bite, 
the dose of venom will not be so large. In regions of 
Kentucky, 100 milligrams or less is the usual dose of 
venom from snakebite, and one unit of antivenin is 
sufficient. However, in the case of a small child or of 
a small animal, it would be necessary to inject addi- 
tional units of the antivenin. For example, an addi- 
tional unit could be injected into the region of the 
bite, but this does not take the place of circumferential 
injection of the first unit which has the purpose of 
neutralizing the venom as it spreads through the lym- 
phatics. Again, intramuscular or even intravenous 
injection may be resorted to if it is thought that the bite 
may have carried a large amount of venom or if the 
victim is quite small. 

The ligature is removed and the ice water is dis- 
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continued after circumferential injection of an: ivenin 
has been completed. The wound is then treated as for 
any other contaminated puncture wound. 

If the inquirer intends to carry his own antivenin 
so that he can have it immediately available for prophy- 
laxis, he probably also should carry epinephrine 
(1:1,000) and a suitable amount of one of the adrenal 
cortical steroids. This would be for the purpose of 
treating an allergic reaction to the venom, which js 
rarely encountered, or a reaction to the antivenin, 
which is more often seen. 

Normal human victims treated in this manner should 
have a 100 per cent survival rate unless the victim 
is a quite small infant or unless the venom was injected 
directly into a large blood vessel at the time of the 
bite. The latter event rarely is seen in an extremity 
but it does happen in most cases involving bites 
around the face or neck. 


Indications for External Version 


Q. Is one justified in performing gentle external ver- 
sion on a full-term primipara, in hospital, who can 
be retained in vertex presentation by medical in- 
duction and binder, to avoid breech-birth trauma to 
a baby already a potential poor risk due to several 
episodes of bleeding during pregnancy? (Note: This 


is a version from breech to vertex.) 


A. As a broad generalization, one is always justified 
in attempting to perform external version to convert a 
breech to a vertex presentation, as long as the warning 
signs of difficulty are carefully observed. These are, 
traditionally, changes in the fetal heart, which should 
be followed almost continuously during the procedure, 
and second, severe pain on the part of the mother. 
The latter warning sign represents one’s eternal con- 
cern about abruption of the placenta, and in the pres- 
ent case one should be very wary on this score. 

What is the etiology of the patient’s bleeding? The 
combination of breech presentation and episodes of 
bleeding could well point toward placenta previa. Is 
this a low-lying or a marginal previa? Certainly before 
vigorous manipulative procedures can be carried out 
with safety the diagnosis of the etiology of the bleeding 
should be reasonably well established, and some 
authors make localization of the placenta a prerequi- 
site to attempts at external version. If previa can be 
ruled out and there is no evidence that this bleeding 
represents a partial separation of the placenta, then 
presumably it would be satisfactory to make a single 
gentle attempt at external version, watching fetal heart 
as well as cvidences of maternal pain or maternal 


bleeding. 
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Weather Infiuence 


(American Public Health Association, Cleveland, Nov. 
12.) Srupy or 35-year records indicates more mentally 
defective infants are born in the January-March period 
following hot summers than cool summers. The cul- 
prit seems not to be heat itself but inadequate dietary 
intake—as influenced by summer heat—in June, July 
and August when, after the third month from concep- 
tion, the cerebral cortex of the embryo is becoming 
organized. Insufficient protein may be particularly 
dangerous at this time.—Dr. Hitpa Knosiocu and 
Dr. BENJAMIN PasaMANICK, Ohio State University. 


Immune Bodies In Milk 


(Ibid, Nov. 11.) A sMatt Group of hay fever victims re- 
ceived significant protection, compared with controls, 
by drinking cow’s milk containing antibodies against 
ragweed pollen. The antibodies were produced in the 
milk by injecting cows’ udders with pollen. Several 
highly sensitive persons “were kept free from all symp- 
toms during an entire (hay fever) season” in another 
test. This antibody-producing method is also being 
studied as a means of protecting against several vari- 
eties of dysentery.—Dr. Berry CAMPBELL, anatomist, 
and Dx. WitttaM E. PETERSEN, dairy sceentist, University 
of Minnesota. 


Malnutrition 


(Ibid, Nov. 12.) SupPpLEMENTATION of flour with the 
amino acid lysine can convert low-efficiency protein 
found in bread and wheat cereals to high-efficiency 
protein similar to that in meat or milk. It could be an 
especial aid in the diet of children, pregnant women, 
the aged, underprivileged, and hospital convalescents. 
—Dr. N. W. Fropin, nutritionist, E. I. duPont de Ne- 
mours & Co., Inc., Wilmington, Del. 


Here each month are published notes of progress 

in diagnosis and treatment as reported at recent medical meetings. 
GP’s aim is to get news of new drugs and other developments 

to physicians no later than their patients read of them 

in the daily press and weekly newsmagazines. Report of a new theory 
or therapeutic claim here, prior to its formal endorsement 

in the medical literature, is not to be regarded as endorsement 

or verification by the editorial staff. 


MEDIGRAMS 


“Peace” Addiction 


(Ibid, Nov. 15.) ‘‘We have already had to treat a few 
patients addicted to tranquilizers. . . . It would be my 
guess that the use of tranquilizers by the working pop- 
ulation is extensive and that not one in a thousand 
knows how to recognize toxic effects, realizes the sig- 
nificance of an increasing tolerance or understands the 
problems within himself or his environment that make 
him feel the need for a nervous system depressant.” 
But alcohol still holds first place as a hazard to industrial 
health.—Dr. R. G. Bett, Willowdale, Ontario. 


Foot Woes 


(Southern Medical Association, Miami Beach, Nov. 14.) 
THERE IS NO EXCUSE for permitting children to grow up 
with flat feet. Contrary to opinion of some orthopedic 
surgeons, it does make a difference, bringing pain in 
legs, knees, hips, and back, or bringing disability. “I 
can tell you from personal experience that flat feet are 
no pleasure.”—Dr. Mitton C. Coney, Georgetown Uni- 
versity Medical School. 


Little Benefit 


(Ibid, Nov. 11.) Case histories indicate “that psychiatry 
has done little in the way of relief of symptoms of 
allergy.” Emotional disturbances in allergic patients 
tend to disappear when physical ailments are treated 
successfully, rather than vice versa—Dr. Cecu M, 
Koun, Kansas City. 


Chest X-rays 


(U. S. Public Health Service announcement, Washington, 
Nov. 20.) INDISCRIMINATE community x-ray campaigns 
no longer appear necessary to detect tuberculosis. 
Rather, chest x-ray programs should be concentrated 
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among groups known to face the greatest risk—such as 
hospital personnel, migrant workers, and low income 
families. The recommendations are based on findings of 
an expert committee which considered both the im- 
provement in the national tuberculosis picture and 
possible dangers from exposures to x-rays.—Dr. LEROY 
E. Burney, surgeon general, U. S. Public Health Service. 


Drug Hazard 


(National Academy of Sciences, New York, Nov. 18.) 
PROLONGED FEEDING, for one to four months, of any one 
of a variety of commonly used medicines may produce 
damage from which rats never recover. It shows up as 
marked disturbance to homeostasis, as great and very 
regular cycles in running activity and food intake, 
cycles never seen in normal rats. Fed were sulfamera- 
zine, propylthiouracil, thiouracil, barbital, pyramidon, 
estradiol or progesterone. There is evidence these sub- 
stances may be responsible for some of the periodic 
diseases and psychoses in man.—Dnr. Curt P. RICHTER, 
psychobiologist, Johns Hopkins University. 


Shock Treatment 


(Pan-American Congress of Pharmacy and Biochemistry, 
Washington, Nov. 6.) HEXAFLUORODIETHYL ETHER, Com- 
pounded in a search for a more effective anesthetic, was 
found to produce convulsions when inhaled by rats. 
Since tried on scores of humans with mental illnesses, 
it is proving as good in results as electroshock therapy, 
without some of electroshock disadvantages. Up to half 
of a group of 60 patients, mainly psychotic depressed, 
recovered sufficiently to leave hospitals and return to 
daily routine of living.—Dr. Joun C. Krantz, Jr., 
University of Maryland Medical School. 


Radioactive Drugs 


(Ibid, Nov. 4.) NeaRrty one million patients have been 
treated with radioactive pharmaceuticals, and use of 
these materials is increasing. Maximum use is limited 
by lack of technically trained personnel.—CurTon J. 
Latiotais, University of Michigan Hospital. 


Air Pollution 


(Air Sanitation Technical Conference, New York, Nov. 
20.) CIGARETTE SMOKING “played an important part in 
the lung cancer increase’ in recent years, but air 
pollution is an equal if not more important factor. 
Polluted air “has become a serious health problem and 


it is high time more work was done in this field.”-—D,. 
LEONARD GREENBURG, New York City Commissioner of 
Air Pollution Control. 


Ulcer Theory 


(Radiological Society of North America, Chicago, Nov. 19,) 
From A sTupy OF 370 patients with heart disease who 
had gastrointestinal complaints, 115 had gastric ulcers, 
Since coronary heart disease is actually an arterio. 
sclerotic disease, the hardening of arteries seems to be 
an important causative factor in origin of gastric ulcer, 
This point is important because most gastric ulcers 
occur in people 50 years old or older, which is also the 
arteriosclerotic age. It is found that many patients pre- 
sent an anemia in heart failure because of edema of 
mucosa and probably because of microscopic ulcer. If 
this heart failure continues and goes into chronic 
stage or if it recurs, such patients frequently develop 
demonstrable ulcers.—Dr. M. Kietn, Hunt- 
ington, W. Va. 


Prostatic Cancer 


(Ibid, Nov. 19.) TREATMENT of prostatic cancer with 
radioactive gold, while not yet completely proved, 
shows sufficient promise to justify continued study in 
the hands of qualified specialists—Dr. H. B. Exkins, 
Towa City, Iowa. 


Cobalt-60 


(Ibid, Nov. 21.) WHEN CANCER is localized in the upper 
two-thirds of the esophagus, cobalt-60 therapy is prov- 
ing more effective treatment than conventional x-ray. 
Of 31 patients treated, ten are still living, with seven 
free of the disease for periods ranging from one to five 
years.—Dr. J. S. Lorr and Dr. Ivan H. Sorrn, London, 
Ontario. 


X-ray Exposure 


(Ibid, Nov. 19.) More RESEARCH is needed into indi- 
vidual radiation dosage to patients’ reproductive organs 
before reliable data can be computed for doses to entire 
populations. Factors to be investigated for truly ac- 
curate, meaningful computation include: exposure 
time, number of exposures per examination, x-ray wave 
form and kilovoltage of the x-ray machine, filtration, 
distance of the patient from the tube head, size of the 
field, the patient’s size—ARNOLD FELDMAN, presenting 
a report of four Denver, Colo., scientists. 
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Special Features 


Labor’s New Socialized Medicine Scheme 


WALTER H. KEMP 


Ov November 19, 1945, Harry Truman became the first 
President to endorse compulsory health insurance. It 
was a day of paradox and perfidy. In his message to 
Congress, Truman confused every sensible student of 
semantics: People were asked to understand that he 
wanted compulsory health insurance—not socialized 
medicine. This seemed enigmatic. However, the Presi- 
dent subsequently cleared the air by saying, ‘‘Social- 
ied medicine means that all doctors work as em- 
ployees of the government.” 

Webster has another more precise definition. Any- 
one who took the time to consult a dictionary knew 
that Truman’s compulsory health insurance and Web- 
ster’s socialized medicine were identical entities. They 
still are. 

We tire of hearing people say, “Doctors call every- 
thing socialized medicine.” It’s true that the term has 
sometimes been misused. More frequently, however, 
it’s aptly employed. Compulsory health insurance, by 
any other name, is pure socialized medicine. It can be 
disguised by verbiage or a distinct lack of candor but 
it’s still socialized medicine. 

This then gives physicians cause to be alarmed by 
HR 9467, the new socialized medicine bill of Repre- 
sentative Aime J. Forand (D-R.I.). To appreciate its 
implications, it must be viewed as a key legislative ob- 
jective, established years ago and implemented by an 
assortment of new social security taxes and revenue 
code amendments. Forand’s bill contains no new or 
novel concept. It will be opposed by adherents to the 
doctrine of individual freedom, supported by advocates 
of socialized economy. 
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Meets Early Death 


Prior to Truman’s pronouncement, Senators Wag- 
ner and Murray had twice introduced a compulsory 
health insurance bill. On the day Truman endorsed 
their proposal, they introduced it again—hoping that 
his blessing would kindle new fires. After prolonged 
hearings, the bill died in a committee hearing room. 
Administration witnesses couldn’t survive Senator 
Donnell’s withering cross-examination. 

During the 80th Congress, Truman tried again. 
Senators Pepper, Chavez, Taylor and McGrath had 
joined the Wagner-Murray fireside. Again Senator 
Donnell ripped witnesses apart and the bill died in the 
Senate Committee on Labor and Public Welfare. The 
81st Congress proved equally unsympathetic. It 
seemed that only Truman, Oscar Ewing and a few 
lobby-conscious senators wanted socialized medicine. 

Then the tactics changed. Instead of trying to ram 
through an undisguised bill, the administration tried 
infiltration tactics. The emphasis shifted to subsidies 
for research, medical education and hospital construc- 
tion. Five frontal assaults had failed and it seemed 
wiser to promote omnibus bills and slip in a benefit 
here and a benefit there. Each would require addi- 
tional revenue but this could be obtained by steadily 
increasing the social security tax. After certain objec- 
tives were reached, it would be time to name a new 
socialized medicine champion. Last August, the some- 
what dubious honor went to Representative Forand. 

Forand’s bill is no sneaky, back-door proposal. It’s 
a clear-cut, well-defined socialized medicine bill. In 40 
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pages, HR 9467 simply says, ‘“‘George Meany and I are 
going all-out for socialized medicine.”’ Forand boasts 
that Meany finds the bill’s provisions “necessary, 
sound and enlightening.” 


Bill Is Dangerous 


The bill, promptly branded “the most dangerous 
piece of medical legislation since 1949,” boosts OASI 
retirement income benefits and provides free surgery 
and generous amounts of free hospitalization and free 
nursing care. 

Academy members were at first alarmed by a re- 
quirement that all nonemergency surgery be done by 
either board-certified surgeons or ACS members. They 
soon learned that this provision was perhaps the least 
of their worries. More important, by far, are the sweep- 
ing general provisions of Forand’s socialized medicine 
bill. 

Forand, fourth-ranking Democratic member of the 
House Ways and Means Committee, has been a con- 
gressman since 1937. Never before has he been asso- 
ciated with health insurance legislation. However, his 
own committee will consider the bill and Forand is in 
a prime spot to fight for every provision. 

HR 9467 covers not only the prime beneficiary but 
also his dependents and survivors. Each would be 
entitled to free hospital care (60 days per year) and 


free convalescent care in an approved nursi:y home 
(up to a combined total of 120 days per year). [he bill 
requires participating hospitals to sign a gov. rnment 
contract. These hospitals will be paid on the basis of 
“reasonable costs incurred.” Physicians would be paid 
amounts set by the Department of Health, Eclucatioy 
and Welfare. 

These payments would not reduce retirement in. 
come benefits. In other words, an eligible patient could 
spend 60 days in a hospital, an additional 60 days ina 
convalescent nursing home and, during these four 
months, continue to collect maximum retirement in- 
come benefits. 


Load on Benefits 


HR 9467 actually boosts these retirement income 
benefits. Individual benefits would go from $108.50 to 
$151.80 a month. Family benefits would jump from 
$200 to $305. All new benefits would supposedly be 
financed by an additional 1 per cent tax shared by 
employers and employees. Self-employed _ persons 
would pay an additional three-quarters of 1 per cent 
per year. By 1975, many self-employed people would 
pay $427.50 a year. 

Forand estimates that approximately 13 million 
people would each year receive his “medical protection 
payments.” As the tax increases would net $2 billion 


HIGHER TAX RATES 


OLD AGE ASSISTANCE 


Physicians have cause to be alarmed by HR 9467, Representative Aime J. Forand’s new socialized medicine bill. It must be viewed as a key 
legislative objective, established years ago and implemented by an assortment of new social security taxes and revenue code amendments. 
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per year, he apparently believes that the plan’s average 
annual cost would be $150 per patient. 

Forand wants action. After introducing HR 9467, 
he told House colleagues that he hoped individuals 
and groups would give it “thorough study” between 
now and the time Congress convenes in January. He 
caims that his bill contains only “modest” provisions 
to help offset “steadily accumulating” medical care 
costs. 

An editorial in the October issue of GP points out 
that the nation’s social security program already faces 
dire financial problems. In 1957, benefit.payments will 
exceed income contributions by $300 million and it 
will be necessary to tap the so-called “reserve” fund. 

Earlier, GP showed that this “reserve” fund is a 
monetary myth. By accepted actuarial standards, it 
simply doesn’t exist. The money has been used to 
build bridges and buy bombers. This money has been 
“borrowed” from the fund and can be repaid only 
by raising other taxes. This hardly seems the time to 
add costly, new benefits. 


ls Sickness Insurable? 


More than 15 years ago, the Academy’s executive 
secretary posed a penetrating question. Writing in the 
August, 1942, issue of Minnesota Medicine, Mr. Mac F. 
Cahal asked, “Is Sickness an Insurable Hazard?” He 


contended that an insurable hazard must (1) be sub- 
ject to reasonably accurate frequency predictions and 
(2) not be subject to the whims and fancies of the bene- 
ficiary. Supporters of HR 9467 would do well to con- 
sider this premise and resulting corollaries. Voluntary 
plans have continued to grow because they usually 
require the insured person to pay a portion of the 
costs. This discourages malingering—a problem 
Forand has chosen to ignore. 

The social welfare planners have already learned 
that cost estimates can be woefully inaccurate. It’s 
absurd to say that Forand’s plan would cost $2 billion 
a year. No one knows how much it would cost. But this 
doesn’t deter Forand and his vote-conscious cohorts. 
Their philosophy: Pass the bill—then worry about 
the money. 

The medical profession has worked hard to raise 
medical care standards and to provide better medical 
care. It remains, as has been often said, the only pro- 
fession that labors constantly to put itself out of busi- 
ness. It then seems only sensible to ask that Congress 
listen to its warnings and admonitions. Socialized 
medicine of the British variety, the Oscar Ewing varie- 
ty, the Wagner-Murray-Dingell variety or the Forand 
variety can lead only to lower medical care standards. 
This will be true despite all efforts of organized labor 
to enact socialistic legislation. Only the nation will 
suffer. 


HR 9467, the latest socialized medicine scheme, has been branded “the most dangerous piece of medical legislation since 1949." It would boost 
OASI retirement income benefits and provide free surgery and generous amounts of free hospitalization and free nursing care. 
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Latest MD-UMW Clash 


LOIS LAMME 


Unrrep Mine Worker-physician relations have flared 
up again in Pennsylvania. The mining state’s physicians 
have voted to discipline colleagues who have anything 
to do with a third-party medical program that denies 
free choice of physician and hospital. The union 
threatens to fight back in court if necessary. 

Although the action applies only in Pennsylvania, 
the problem is nationwide. The UMW medical program 
operates in 42 states. Last year it paid approximately 
$17 million to some 6,800 physicians, 2,500 of them 
in Pennsylvania. 

The House of Delegates of the Pennsylvania state 
society, at its annual fall meeting, adopted a resolution 
containing the following key paragraph: ‘Any physi- 
cian who knowingly and willingly participates in, or 
aids and abets the operation of a medical plan which 
denies its beneficiaries the right of free choice of 
physician or free choice of hospital as defined by the 
AMA Guides to Relationships Between State and 
County Medical Societies and the UMW Fund, shall 
upon conviction thereof be declared guilty of un- 
ethical conduct.” 

The Guides referred to above were adopted by the 
AMA House of Delegates at their June 6 meeting in 
New York. They outlined both medical society and 
UMW responsibilities and established the following 
principles: 

1. All persons ... should be free to select their 
own physicians from among those willing and able to 
render such service. 

2. Free choice of physician and hospital should be 
preserved. 

a. Every physician duly licensed by the state to 
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practice medicine and surgery should be assumed 

at the outset to be competent in the field in whic) 

he claims to be, unless considered otherwise by his 
peers. .. 

3. A fee-for-service method of payment for phy sicians 
should be maintained. 

The AMA policy thus was clearly established: fre 
choice of physician and fee-for-service payments. The 
UMW Fund has refused to accept the Guides. 

A UMW spokesinan, discussing the Pennsylvania 
society’s action, stated, “This action is aimed a 
destroying not only the miners’ medical program but 
also similar medical plans, by converting them into 
agencies whose sole function is to pay bills without 
regard to quality or cost.” 

The Pennsylvania society, however, denied the 
charge and cited the ovation received by Dr. Saul M, 
Fleegler, New Kensington, who urged the delegates 
to make it clear that “‘we aren’t anti-union.” He said 
that the physicians simply resent the UMW’s telling 
its members which physicians and hospitals they must 
go to if their bills are to be paid. 

Other delegates denounced the UMW Fund for “(1) 
blacklisting physicians and thus limiting the miners’ 
free choice of doctor; (2) playing one doctor against 
another to drive fees down; and (3) infiltrating, boy- 
cotting and blacklisting hospitals.” 

Some of the delegates stated that during its first 
year of operation the Fund had subscribed to the 
principles of fee-for-service and free choice of physician 
but that since that time had been making more and 
more salary and fee-for-time arrangements with par- 
ticipating physicians, and had been dropping more and 
more doctors and hospitals from its “approved” list. 

The Pennsylvania Society’s House of Delegates has 
now empowered its board of trustees to reopen dis- 
cussions with the union only on the basis of the AMA 
Guides. 

Unfortunately, however, the UMW was skeptical of 
the Guides from the beginning. UMW spokesmen 
claimed that some physicians were providing poot 
quality care, performing unnecessary surgery, permit- 
ting excessive hospitalization and overcharging. They 
also claimed that some doctors have a tendency to 
increase their usual fees under a third-party paid fee- 
for-service plan. 

The UMW Fund’s executive medical officer, Dr. 
Warren F. Draper, announced that he could not 
accept the Guides and said, “It is the right of the 
Fund, as it is the right of others, to determine the 
services for which it will pay and the physicians who 
will render these services.” Actually, of course, the 
miners pay the bill and the Fund is only their agency: 

Dr. Draper further explained the Fund’s position: 
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‘In our experience county medical societies and 
hospital staffs are too often reluctant to supervise their 
colleagues and effect the drastic changes in local 
practices and patterns of care that should be made. 
It is furthermore impracticable for representatives of 
the Fund to take specific action against physicians 
suspected of being responsible for such abuses unless 
they are so flagrant as to be readily apparent from 
statistical evidence that can be adduced.” 

This latest resurgence of the continuing battle 
substantiates the GP editorial of January, 1957, which 
declared that “‘union-physician relations seem to break 
down with the same ease and periodicity as union- 
management relations.” 

In January, 1956, the medical profession was hopeful 
that amicable relations had been established when the 
Pennsylvania State Medical Society entered into an 


agreement with the Fund. However, about nine months 
later, the state society’s 201-member House of Delegates 
unanimously voted to declare the agreement “null and 
void, terminated and ended.” 

An incident at New Kensington prompted the action. 
Staff members at the Citizens General Hospital claimed 
that their hospital had been boycotted by the union 
because of the hospital’s refusal to accept, as staff 
members, a group of union-sponsored physicians. 
Delegates declared that the union had plotted to pack 
the hospital and ultimately seize control. 

*"We’re heartily in favor of improved union-physician 
relations,” the 1957 GP editorial stated. ‘However, we 
suspect that progress will be mythical and meager 
until and unless unions learn that they have neither 
a moral nor an ethical right to step in, uninvited, and 
determine hospital policy.” 


Higher Cost Trend 


THE AVERAGE NET INCOME of self-employed physicians was estimated at about $15,150 this 
year, a rise from $3,220 in 1937 and from $11,191 in 1951. Gross earnings of physicians are 


much larger but net earnings usually amount to about 60 per cent of gross. 

The trend toward higher medical costs has led to the growth of private health insurance. 
The first big plan for prepayment of medical expenses appeared in 1933. By 1941, hospitali- 
zation insurance covered 12.3 million people, surgical insurance, 5.4 million. Now, 116 
million have hospitalization insurance, 101 million surgical coverage. 

Other facts on medical care costs have been gleaned from a continuing survey of medical 


Medical charges in the last 
five years have risen more 
than three times as fast as 
the general cost of living. 
However, from 1936 to 
1957, the rise in living costs 
has exceeded the rise in medi- 
cal charges. 


expenses by the Bureau of Labor Statistics and from the schedule of fees paid by Medicare. 
Physicians’ fees have risen more rapidly in the last five years than the general cost of living. 
Doctor.” charges rose 19 per cent while living costs went up 6 per cent. However, over a 
longer period, from 1936 to present, the cost of living has gone up 101 per cent and medical 
charges have risen 78 per cent. 
Hospital charges have risen spectacularly. They are nearly four times what they were in 
1936. They went up 39 per cent in the last five years and are expected to continue to rise by 


about 5 per cent a year. 
Medical and dental care for the American 


COMPARATIVE RISE IN DOCTORS’ FEES 
AND GENERAL COST OF LIVING 


3 Doctors’ Charges—19% 
nN 

3 

“N Cost of Living—6% 

3 Doctors’ Charges—78% 

” Cost of Living—101% 


people costs approximately $16 billion yearly. 
The average American family spends more 
than $5 of each $100 expenditures for medi- 
cal bills, or about $280 a year. Twenty years 
ago, the average family was spending only 
$123 a year on medical items (in terms of 
dollars adjusted to take out cost-of-living ad- 
vances), or less than 4 per cent of the total 
family budget. 

Doctors treating patients in their offices will 
charge an average of $3 to $5 per visit, assum- 
ing there are no laboratory tests to be made 
and no special services performed. Doctors 
visiting patients in their homes will charge 
about $4 to $7.50. Charges of specialists were 
not specified in the studies, although there 
was a wide range indicated in what surgeons 
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charge different patients. 
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Test Your Tax 1.Q. 


MAC F. CAHAL, J.D. 


You may test your knowledge of some of the provisions 
of the Federal Income Tax Code with the twelve 
questions below. They were prepared from materials 
furnished by the American Institute of Certified 
Public Accountants and the Internal Revenue Service. 
You will find the correct answers on the opposite page. 


1. During the past year you spent approximately 
$1,000 for built-in bookcases and wall-to-wall carpeting 
for your office. Since your lease has only four years to 
run, you may... 

(a) Deduct the $1,000 on your 1957 tax return 

(b) Amortize the cost over the next four years 

(c) Depreciate it over the life of the furnishings 


2. You have invested in several blue-chip stocks. The 
dividends received from this investment are exempt 
upto... 
(a) $50 whether you or your wife owns the stock 
(b) $100 if the stock is held jointly by you and your 
wife 
(c) $100 regardless of who owns the stock, providing 
you file a joint return with your wife 


3. Which of the following may you nof consider as a 
deductible business expense . . . 

(a) Dues to the American Academy of General Practice 
(6) Commutation fees 

(c) The costs of attending the Annual Assembly 


4. While playing hide-and-seek in your backyard, the 
neighbor’s children trampled and killed several of 
your more expensive bushes. The cost of replacing 
this shrubbery . . . 
(a) May be deducted if it does not exceed the original 
cost of the bushes 
(b) May be deducted only if the parents of the children 
refuse to pay damages 
(c) May not be deducted under any circumstances 


142 


5. Your daughter, who was hospitalized for sever) 
weeks in the earlier part of 1957, was married jy 
November. If she files a joint return with her | :usband, 
you may... 
(a) Not claim her as a dependent but you muy dedud 
her medical expenses 
(6) Claim her as a dependent and deduct he: medical 
expenses 
(c) Not claim her as a dependent and you may no 
deduct her medical expenses 


6. You filled very few inside straights during the past 
few months and lost approximately $300 to the members 
of your Thursday night poker club. You should .  . 
(a) Deduct the loss in computing adjusted gross incom 
(b) Subtract the loss from adjusted gross income 
(c) Give up poker and start watching television o 
Thursday nights 


7. Last October your car skidded on a wet road and 
grazed a telephone pole. The damage was not covered 
by insurance and it cost you $100 to have the car re- 
paired. To claim a casualty deduction . . . 
(a) You must have the damage repaired within 30 
days of the accident 
(b) You may simply deduct the amount of the repair bill 
(c) You must prove that you were using the car in your 
practice at the time of the accident 


8. You are not permitted to deduct as contributions 
your donations to which of the following organiza- 
tions... 

(a) Charitable societies 

(b) Educational institutions 

(c) Political parties 


9. Last year you gave your church a small piece of 
property for which you had paid $500 some time ago. 
Its value at the time of the gift was $1,500. As a re- 
sult... 
(a) You may claim a tax deduction of $1,500 
(b) You must pay a capital gains tax on the $1,000 
increase 


(c) You may claim a tax deduction of $500 


10. There were a few leaks in the shingle roof of your 
office building; so you constructed a new tile rool. 
You should... 
(a) Consider this as a repair bill and deduct the entire 
amount as a business expense on your 1957 return 
(b) Regard this as a capital improvement and de 
preciate the cost over a period of years 
(c) Add the cost of the repair to the value of the prop- 
erty 
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11. Your 16-year-old daughter helped out in your office 
during the summer and you paid her a weekly salary. 
since she was a full-time employee, she is. . . 
(a) Required to pay social security 
(b) Not subject to social security 
() Permitted to decide whether she does or does not 
want social security coverage 


12. After you have filed your personal 1957 tax return, 
the government is allowed to check your return and 
bill you for additional tax. The period of time in which 


this may be done ends... 
(a) On the day you file your 1958 return 


(6) Two years after you file your 1957 return 


(c) Three years from the due date of your 1957 return 


~ 
, Here are the correct answers to questions other sources, you may use your poker losses to . 
‘ raised in the preceding “Test Your Tax I. Q.’’ quiz. offset these gains. a 
‘ 1. (b) On leased property, you normally spread the 7. (b) The IRS has ruled that “‘if the repairs do - 
" cost of improvements over the shorter period—the nothing more than restore the property to its con- e 
; life of the improvement or the term of the lease. dition immediately before the casualty and do not ‘ 
* Since your lease expires in four years and pre- add to (its) value, utility or useful life, such repair ~ 
' sumably the furnishings will have a longer life than costs may be used as a measure of the value of the . 
& that, you should be able to claim a $250 deduction destroyed portion.”’ Whether you were using the ” 
: on your federal tax return for this year and the next car professionally or for pleasure at the time of the ° 
of three years. accident does not affect the deductibility of car - 
damages. 
2. (a) and (6) are both correct. All taxpayers are ‘ 
a entitled to a $50 dividend exemption. A husband 8. (c) You cannot deduct contributions to an or- - 
: and wife can combine their exemptions and receive ganization which spends a substantial part of its is 
' $100 in dividends tax free, providing the stock is time lobbying or distributing political propaganda. a 
' jointly owned. The filing of a joint return will not . 
* qualify them for this double exemption if the stock 9. (a) Your deduction for a charitable contribution or) 
‘ is held in only one of their names. is the value of the gift at the time it is made. You ° 
” are not considered to have realized a taxable gain “ 
i 3. (b) Commutation fees are not a deductible busi- or deductible loss when you give property away. . 
ness expense. The cost of going to and returning You may claim a deduction for the entire $1,500 so 
‘. from work, whether by bus, cab, train or plane, long as this amount does not exceed 20 per cent e 
: is not deductible since it is a personal expense. (30 per cent in some cases) of your adjusted gross = 
r On the other hand, (a) and (c) are deductible. income. ~ 
™ 4. (c) Damage to your shrubbery caused by chil- 10. (b) The roof is considered an improvement, not wn 
, dren, dogs or errant lawnmowers is not deductible. an ordinary repair. The cost of replacing the roof ° 
ss If your home or lawn is damaged by fire, storm or is deductible as depreciation spread over its esti- ” 
- flood the loss not covered by insurance may be de- mated useful life. . 
; ducted. When large amounts are involved it is wise = 
e to have an expert appraisal made immediately after 11. (6) Since your daughter worked for you, you are ee 
‘ the casualty. not supposed to pay social security tax on her 2 
“ wages, nor is she required to make contributions. wo 
' 5. (a) You gained a son-in-law but lost a $600 de- ° 
” pendency for 1957 when your daughter married in 12. (c) In the absence of fraud or substantial under- oy 
: November. All is not lost, however. If you provided statement of income, the government has three ° 
¥ more than one-half of your daughter’s support dur- years from the due date of your 1957 return to “ 
‘ ing the year, you may claim her medical expenses bill you for additional tax. Since the due date of 2 
9 as a deduction on your return. most individual returns is April 15 and for in- = 
a vestigation purposes all returns are treated as ae 
: 6. (c) Gambling losses are definitely not deductible. though filed on the due date, you should be sure r 
° But only net gambling gains are taxable as income; to save all check stubs and receipted bills to prove ~ 
; so if you won money in a football pool or from your declared deductions until April 15, 1961. ° 
= F 
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Collection Letter Psychology 


LOIS LAMME 


Collecting for professional services is 
one of medicine’s toughest problems. 
The article which follows points out 
that successful collection letters reflect a 
sincere, sympathetic, yet firm attitude. 


“THE IDEAL METHOD of pursuing collections, in the 
opinion of many doctors and professional management 
officials, is the personal letter approach.” This state- 
ment is from the excellent text by Portia M. Frederick 
and Carol Towner, The Office Assistant in Medical or 
Dental Practice. 


It should be added right away that the right kind of 


letters are ideal. Writing collection letters is a delicate 
art, and a psychologically bad letter is worse than none 
at all. 

Oftentimes the doctor’s secretary is delegated the 
responsibility of writing collection letters. Many 
secretaries employ a series of five or more letters, each 
increasing in forcefulness according to the credit 
rating of the patient. A credit scale widely used in pro- 
fessional offices is as follows: 

Rate #1—good pay 

Rate #2—good pay but slow 

Rate #3—slow to pay because cannot afford to pay 

Rate #4—slow to pay but can afford to pay 

Rate #5— poor pay because cannot afford to pay 

Rate #6—poor pay but can afford to pay 

Rate #7—doesn’t pay; very poor risk 

A patient with a good rating and a patient known to 
neglect his financial obligations would, of course, re- 
ceive different types of letters. It is convenient to write 
code symbols on the patients’ records to record the 
sequence of letters sent. 


Should Type Letters 


If a series of letters is used, each letter should be 
typed, not mimeographed, and each should sound like 
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a personal message rather than a form letter. The 
impersonal approach is always ineffective. 

One impersonal technique used in some offices is to 
attach to the patients’ bills stickers with the phrases 
**Please” and ‘Payment past due.” This collection 
device is undignified and should not be employed. 

A collection timetable satisfactorily employed jy 
many offices is: first month, itemized statement; sec. 
ond month, statement; third month, statement: fourth 
month, a reminder; fifth month, a personal letter; sixth 
month, a follow-up personal letter; seventh month, a 
final notification telling the patient that some arrange. 
ment must be made to avoid mutually unpleasant cir. 
cumstances. It is wise to follow collections systemati- 
cally because the longer the time lapse between billings 
and follow-up, the less likely you are to collect. A pa- 
tient’s appreciation for good service often fades ver 
rapidly. 

The general tone and the specific wording of a col- 
lection letter are matters of the utmost importance. 


Appeal to Pride 


The letters should be friendly, down-to-earth and 
informal. The dominant attitude should be one of sin- 
cerity and trust. The letterwriter should remember 
that human behavior to a large dgreee is motivated by 
pride and the desire to maintain self-respect. Appeal 
to a man’s pride markedly influences his behavior. 
Therefore, a moral to remember is: “Cast no asper- 
sions, even indirect ones, on any debtor.” 

To handle medical collections in the best public 
relations manner, a balance of humanitarianism and 
firmness is needed. Patients are sometimes lost because 
they feel their doctor is no longer interested in their 
problems but only in their bills. The following priz- 
winning letter, taken from an article by B. J. Hylander 
in the November, 1953 issue of Medical Economics, is an 
ideal letter to send to patients who may have good rea- 
sons for delaying their payments: 


“Dear Mr. Jones: 
You've always paid your bills promptly in the pas 
and Ive appreciated it. 
The fact that your account is now past due is a matter 
of real concern to me. Not concern about getting paid— 
I know you too well for that—but concern that perhaps 
some personal emergency is causing the delay. 
If I can be of any help, Mr. Jones, please let me know. 
Pll be glad to talk with you also about ways of clearing 
up this bill that will be satisfactory to both of us. Won't 
you phone or drop in at the office soon ? 
Cordially yours, 
J. H. Brown, M.D.” 
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Harsh, threatening letters do sometimes pull pay- 
ments, but they also may estrange patients for good. 
Businessmen, who have thoroughly studied collection 
wchniques, have found it advisable to take a moderate 
attitude toward the delinquent even in the latter letters 
of the collection series. One good approach for the last 
letter of the series is to straightforwardly remind the 
debtor of how long the bill has been outstanding and to 
point out that if he doesn’t pay soon other action will 
be taken. 


One Thing at a Time 


Collection letter experts also have learned to present 
only one argument in the same letter. A single well- 
stated point carries conviction, whereas several points 
confuse the issue. 

Likewise, the writer should not offer too many alter- 
natives to immediate payment. A letter loses impact 
when it suggests payment, part-payment, a letter of 
explanation, a person-to-person discussion or other 
choices. 

Another collection “don’t” is not to close the letter 
without a sentence suggesting definite action, such as 
“Please send your check today.” However, the writer 
should avoid an uncompromising ultimatum such as, 
“If this account is not paid by December 1, it will be 
turned over to a collection agency.” It is preferable to 
offer the debtor some means of saving face by an appeal 
to his self-interest, as “We believe you will want to 
save yourself the expense and embarrassment which 
arise when it becomes necessary, in the case of an ac- 
count as old as this, to turn it over to an agency for 
collection.” 

Many of the stock phrases which found their way 
into collection letter terminology are so bad psychologi- 
cally that they are to be avoided like poison. Many of 
them are transparent, overworked bits of hypocrisy. 


Must Avoid Insincerity 


One overworked theme is, "No doubt you have over- 
looked this matter.” This approach is insincere and is 
recognizable as such. People who take their obligations 
seriously do not overlook their bills. 

“I have my own bills to meet.”” With this theme the 
doctor loses dignity. The debtor is concerned with his 
own worries—not the physician’s. 

A defensive approach is found in these sentences: 
“Lhesitate to bring this matter to your attention” or 
“I don’t like to annoy you with statements.” This 
apologetic attitude does not command respect and 
action. 


An equally ineffective approach is found in: “I hope 
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you'll favor me with an early remittance.” After all, a 
debtor should pay his bills because he owes them— for 
no other reason. This is a simple and fundamental con- 
cept of credit which will guide the way to straight- 
forward, effective letters. 

Expressions that result in injured pride are also in 
the “poison” category: “You have failed to answer,” 
"You haven’t given me the courtesy of a reply,” and 
**You have ignored previous notices.” An abrupt ques- 
tion like “Why hasn’t this account been paid?” is 
another taboo. 


Good Sample Letters 


On the positive side, here are a few examples of firm, 
but courteous collection letters (from The Office As- 
sistant by Frederick and Towner) : 


No. 1. “Since your care in this office last (March) we 

have had no word from you in regard to how you are feel- 

ing or your account due. If it is impossible for you to pay 

the full amount of $___ at this time, I am sure that 

satisfactory arrangements can be worked out. It would be 

appreciated if you would call this office within the next ten 
days.” 


No. 2. “There remains a balance of $__. on your ac- 

count. I had hoped the last three statements would bring a 

; remiltance, but we have had no word. Could you please 
giwe this your consideration soon ?” 


No. 3. “J would like to bring your attention to the amount 
ae that has been due this office since your surgery 
fast (March). Your check for this amount would be ap- 
 preciated. If this obligation is too great at this time, I am 
sure we could make arrangements for definite monthly 
payments. Would you please contact this office within the 
next ten days so we can make the necessary arrangements.” 


No. 4 “Today our records still show the long past due 
balance of $. on your account. We appreciate the sum 
- you have paid thus far, but we cannot understand why 
you have ceased payment during these recent months, 
neither acknowledging our letters nor contacting us. 
Please call on us soon, as Dr.___ holds a partwu- 
lar interest in your case and would appreciate hearing 
from you. Maybe at that time we can make suitable ar- 
rangements for smaller payments or reach an under- 
standing about the delay, which is temporary I am sure.” 
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a new type of penicillin tablet which will Pass through 
stomach with minimal upsets and permit absorption from 
intestinal tract. It has been reported to produce blood levels = ft 42 Gustav J. Beck, Alvan L. Barach, and 
Ar M. Rose, New Long-Acting Oral 
icillin preparations tested at the same dose. (. Serum Levels following its Use”, 
Administration of 500,000 units on atisingrand retiring so 
provides around-the-clock protection against infections Herbert M. Cobe, joseph G. McCunney, 
_ Preparation’, Antibiotic Medicine & Clinical 
e Effective blood levels following administration of 500,000 ‘ - Therapy, 7, March 1957. 
units HYASORB PENICILLIN tablets found 9 hours after ey eer 
administration in all cases and 10 hours after ‘ College of Physicians and Surgeons and 
Presbyterian Hospital, New York, N. Y., 


administration in the majority of cases.) personal communication. 


KEY CORPORATION, Pharmaceuticals, Miami 37, Florida 
end eveilable to physicians'on 
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Modern Treatment Yearbook, 1957. A Yearbook of Diagnosis and 

Treatment for the General Practitioner. By Sir Cecil Wakely, Bart. 
Pp. 312. Price, $6.00. The Williams & Wilkins Co., Baltimore, 
1957. 


THis COLLECTION of Monographs on Varied Aspects of Therapy, 
covers 32 subjects in moderate detail and gives the reader 
insight into the English approach to medicine. It is not 
easy reading although the print is excellent, the format is 
attractive, and the subject matter is well edited. 

There are especially interesting articles on: The Diagnosis 
and Management of Thyroid Deficiency, by Arnold Bloom, 
M.D.; Diabetes in the Elderly, by S.C. Dyke, D.M.; Diabetes 
lnsipidus, by J. M. Stower, M.D.; and Disturbed Nights in 
the Elderly, by Thomas S. Wilson, M.D. 

The majority of the monographs are on truly medical 
problems, including a short one on The Treatment of Bites 
and Stings by C. Allan Birch, M.D., which brings to light 
the interesting and very efficacious treatment of “fish 
stings” inflicted by sting rays and such, by injection of 5 
per cent solution of potassium permanganate into and along 
the track of the wound. The articles dealing with surgical 
problems are treated largely from the standpoint of diag- 
nosis. The illustrations are well selected and are excellent 
reproductions, but lose some of their value in that they 
are all grouped together toward the center of the book. 
The reader loses the advantage of having the illustrations 
close to the verbal discussions. 

This is not a book I would select for a “ready reference” 
for the busy practitioner. —M. E. JOHNSTON, M.D. 


Ginical Use of Radioisotopes. A Manual of Technique. By Theodore 
Fields, M.S. and Lindon Seed, M.D. Pp. 455. Price, $9.50. Year 
Book Publishers, Inc., Chicago, 1957. 


IN THE PREFACE of this radioisotope manual, the editors ex- 
plain that they do not intend a complete textbook of availa- 
ble isotope techniques but rather a compendium on cur- 
rently accepted clinical procedures. They then give an 
excellent short summary of the practical use of radioiso- 
topes in thyroid and blood diseases. The discussion of 
tumor localization and cardiac output determination is less 
valuable, because these are specialized pruced ures which 
have not found acceptance with the average clinical labora- 
tory worker to whom Clinical Use of Radioisotopes is 
edicated, 
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Practitioner's Bookshelf 


The same comment might be made with regard to the 
chapter on radioautography, but here Dr. P. J. Fitzgerald, 
the acknowledged leader in the field, gives such a lucid 
description of technique that it should prove a valuable 
guide to those interested in incorporating radioautography 
into their isotope studies. The remainder of the book is 
largely technical or administrative in nature and has much 
pertinent material for those engaged in establishing a hos- 
pital radioisotope laboratory who wish to know how to fill 
out forms, order equipment and provide necessary safety 
measures in this expanding field of nuclear medicine. 

—B. J. Durry, JR., 


The Year Book of Endocrinology, 1956-1957. By Gilbert S. Gordan, 
M.D. Pp. 377. Price, $6.75. The Year Book Publishers, Inc., 
Chicago, 1957. 

As ENDOCRINOLOGIC disorders shift steadily from the eso- 
teric and academic to the commonplace and practical, an 
added burden is placed on the practicing physician. Not 
only must he relearn many disorders, but he must also 
keep pace with newer ideas regarding diagnosis and ther- 
apy. The Year Book of Endocrinology appears particularly 
valuable in assisting him in these needs. 

This book contains a short but complete summary of the 
most important endocrinologic articles. They have been 
well selected for clinical importance and newer ideas. Re- 
view of this text will keep the physician well in touch with 
newer advances and will be particularly valuable if he has 
access to the original article itself. 

This text is recommended for all internists and for those 
generalists who practice a substantial amount of internal 
medicine. Reviews of this type are imperative for any 
physician who has more than the average amount of en- 
docrinology or metabolism in his practice. The text should 
be of value to any physician who wishes a quick review of 
endocrine disorders each year. 

—Lavurence H. Kyte, M.p. 


Some Milestones in the History of Hematology. By Camille Dreyfus, 

M.D. Pp. 87. Price, $4.50. Grune ¢> Stratton, New York, 1957. 
Her: Is a well printed and illustrated look at some impor- 
tant “firsts” in hematology. One is always humbled to find 
that so much was done with so little, and one’s own micro- 
scope is a little truer after a glance at a primitive cousin. 
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sleepers 


@ One way of beguiling sleep is to keep eyes 
open in the dark. With nothing to see, the 
eyes accommodate to infinity and it is 
difficult to keep them open. The eyelid- 
closing reflex strengthens, and sleep often 
occurs. 


@ An invention to facilitate sleep: the 
automatic crib vibrator. This is designed to 
help mothers and fathers, as well as babies, 
to sleep. 


@ The hypothalamus is suspect as the 
probable center of sleep paralysis—a disorder 
in which temporary paralysis overtakes the 
voluntary muscles after sleep. Repeated mild 
insulin-induced hypoglycemia brought one 
patient complete remission for 9 months. 


When patients must sleep, try LOTUSATE,® 
Winthrop’s newest, dependable intermediate- 
acting hypnotic. In 15 to 30 minutes it 
induces sleep—sleep that lasts a good 6 to 

8 hours. The different shape, size and color— 
slender purple Caplets®—are not easy for 
patients to recognize. They appeal to those 
who resist “‘sleeping pills.”” Whenever 
slumber is elusive, prescribe Lotusate. This 
new somnifacient offers sure, sound sleep, 
closely resembling the natural, without 
lethargy. 


(|, LABORATORIES 
New York 18, N. Y. 


Lotusate (brand of talbutal) and Caplets, trademarks reg. U. S. Pat. Off. 
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The book is about giants and their work. The accounts 
are brief, factual and pleasant to read. Perhaps the Biblical 
and classical periods are handled sans sentiment anii dogma 
damns dogma. 

Medical historians, hematologists and others inicrested 
in the historic background of hematology will fiid this 
scholarly work fascinating. 

—Robsert J. Guston, 


The Eye in General Practice. By C. R. S. Jackson, F.R.C.S. Pp. 159, 
E. & S. Livingstone, Ltd., London, 1957. 


Tuis ts a well written and readable book. It gives very con. 
cisely the findings and suggested treatments of usual eye 
conditions. 

The book would be of definite value to the general prac- 
titioner for basic and usual eye conditions. It was written 
for the general practitioner and not as a reference book for 
the ophthalmologist. 

The section on administration is of interest, as it illumi- 
nates the ophthalmic side of the British National Health 
Service and the welfare services to England’s blind. 

—T. A. SappincTon, M.D. 


Obesity. Its Cause, Classification and Care. By E. Philip Gelvin, 
M.D. and Thomas H. McGavack, M.D. Pp. 146. Price, $3.50. 
Harper & Brothers, New York, 1957. 


So Far as the cause and classification of obesity are con- 
cerned, there is little that will be of interest to the average 
general practitioner. However, the section on care makes 
the book well worth while—not just the diet suggestions, 
but also the suggestions on advising and instructing the 
patient. Exceptionally good is the section on the proper 
and improper use of drugs in obesity cases. 


—W. C. Finn, M.d. 


The Year of My Rebirth. By Jesse Stewart. Pp. 342. Price, $4.75. 
McGraw Hill Book Co., New York, 1956. 


AN ORDER for this book can be wisely written on the doctor's 
prescription pad, with instructions to be left on the bedside 
table of his intelligent coronary patients. It is more relaxing 
than a handful of happy pills and has no harmful side 
effects. 

My enthusiasm for this book is no doubt accentuated by 
my personal interest in the etiology and therapy of coro- 
nary disease and its attendant tensions. I think that, too 
often, we neglect to recommend reading material for our 
patients and as a result are partly to blame when the things 
they do read are anxiogenic. 

Mr. Stewart was an author and lecturer with boundless 
energy and a feeling that he would go on indefinitely. 
When he suffered his massive coronary episode, he re- 
turned to the country that he loved so well. This is the 
diary of his recovery. Most of us have some rural roots, and 
we can easily see how Mr. Stewart, by returning to the won- 
ders of nature and the simple life, enabled himself to re- 
cover not only physically but emotionally. The transition 
from his easy-going, country-boy ways to that of the 
‘keyed-up man” is best exemplified by his description of 


city walking: 
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It was the time that bothered me and it bothered others. 
There was the eternal tension of keeping up. It was harder 
than the work. It geared one up until he lost his slow stride. 
[lost a part of the way I had lived on the farm. I watched 
people walking in cities. First it was very strange to watch 
everybody walking in a hurry, and I laughed. Even the city 
dogs, I thought, walked sideways to keep from flying.” 

For a real lesson in a man’s accepting his illness, restor- 
ing his faith and learning how to relax, I recommend it. 
This is truly restful reading with a lesson. 

—AnpreEw S. Toms, M.D. 


Brain Mechanisms and Drug Action. A Symposium, Fourth Annual 
Scientific Meeting of the Houston Neurological Seciety. Edited by 
William S. Fields. Pp. 147. Price, $4.25. Charles C Thomas, 
Springfield, Ill., 1957. 


Tals VOLUME presents the summarized papers of ten out- 
sanding American scientists, together with edited discus- 
sons clarifying present information on the mechanisms of 
slective activity on the nervous system of tranquilizing 
drugs. 

The contents, described below, make a basic contribution 
ofparticular value to those physicians interested in neuro- 
psychiatry. The book contains interesting discussions, re- 
plete with diagrams, EEG tracings and other illustrations, 
on the neuropharmocologic effects of chlorpromazine hy- 
drochloride, reserpine, barbiturates, lysergic acid diethy- 
lamide, amphetamine and 5-hydroxytryptamine as affect- 
ing (1) reticular formation, (2) central synapses, (3) affer- 
ent pathways, (4) the hypothalamus-pituitary-adrenal axis, 
and (5) animal behavior. —Fioyp C. Bratt, M.D. 


The Treatment of Burns. By Curtis P. Artz, M. D. and Eric Reiss, 
M.D. Pp. 250. Price, $7.50. W. B. Saunders Co., Philadelphia, 
1957. 


HIDDEN BEHIND a dull title lies a book of great value to 
general practitioners, especially to those interested in sur- 
gical problems. The myriad of pathophysiologic processes 
evoked by burn wounds requires interests and skills em- 
bracing all fields of medicine. This book reviews those es- 
sentials of care and many details of management basic to 
the various types of burns. 

Doctors Artz and Reiss, working in the Surgical Re- 
search Unit at Brooke Army Medical Center with vast num- 
bers of patients, were able to test the validity of many new 
and old concepts in burn therapy. 

The authors. wisely plead against undue preoccupation 
with one or two facets of burn care. The simultaneous con- 
sideration of immediate care, fluid replacement and esti- 
mating the three-dimensional significance of the burn should 
occupy the thoughts of either a burn team or an individual 
practitioner. The latter especially must weigh his own and 
his community’s resources against transferring the patient 
inthe early hours to a burn center. 

Ifit appears justifiable to keep the burned patient on the 
local scene, then the practitioner will find guidance in 
methods of local care of the burn wound, preparation of 
graft sites, indications for tracheotomy and its management, 
dealing with infection, nutrition, special types of burns 
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ancient motif— 
the lotus— 
modern 
design 
for sleep— 


This is Winthrop’s newest intermediate- 
™ acting barbiturate, a quick, dependable 
ma somnifacient. Effective in 15 to 30 

. si minutes, its action lasts 6 to 8 hours. 
= Different in size, shape and color, 
Lotusate is available in purple 
Caplets®—120 mg. (2 grains). 


OTT Oy 


at 


= 


Adult somnifacient dosage: 1 Caplet 15 
to 30 minutes before retiring. 


Lotusate is also available in 50 mg. 
(34 grain) and 30 mg. (1% grain) 
Caplets for sedative uses. 


new somnifacient 
brings sleep— 
without lethargy 


LABORATORIES 
New York 18, N. Y. 


Lotusate (brand of talbutal) and Caplets, trademarks reg. U. S. Pat. Off. 
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whenever there is 
cystitis or urethritis 
from any cause... 
other measures 

may be needed 

but Pyridiunt is 

the specific for 

fast relief of pain, 
urgency, frequency 
and burning. 


such as chemical and electrical and an abundance «: practi. 
cal details in burn therapy. 

Finally, for the areas where there is interest in planning 
for burns in a disaster, there is a chapter dealing with sort. 
ing of casualties and therapeutic compromises whicl: should 
provide additional enlightenment and stimulation toward 
better understanding the burn problem. 

—Rosert E. Heerens, 


Advances in Pediatrics, Vol. IX. By S. Z. Levine, M.D. Pp. 318, 
Price, $9.00. The Year Book Publishers, Inc., Chicago, 1957. 


THE NAME of this volume implies its purpose. The subjects 
covered have all been very much in the medical news the 
past few months — postmaturity, gamma globulin, fluoride 
dental caries, etc. As the years have passed, this series of 
volumes has covered much of what has been important in 
pediatrics. This book carries on the tradition. 

—Keitu Hammonp, 


Occupational Diseases of the Skin. By Louis Schwartz, M.D., Louis 
Tulipan, M.D. and Donald J. Birmingham, M.D. Pp. 981. 
Price, $18.00. Lea ¢> Febiger, Philadelphia, 1957. 


THE THREE outstanding impressions I received from reading 
this book are that its coverage is extremely comprehensive 
in all fields of occupational skin hazards, that the type is 
easy to read and that it could be improved by more illustra- 
tions. 

The scope of the book is very extensive and organized in 
an unusual manner. In my opinion, this is an excellent 
thesis on the subject of occupational skin diseases and 
would be a great help because it lends itself to immediate 
reference, provided adequate history has been taken on the 
patient before making the diagnosis. It therefore readily 
accomplishes its mission. 

More prints could be used illustrating the various skin 
lesions. And if the illustrations were in color, this book 
would be a top-ranking publication. I certainly recommend 
it for all general practitioners, because they see and treat 
75 per cent of most skin diseases. 

—Freperick L. SCHEYER, M.D. 


Essentials of Fluid Balance. By D. A K. Black. Pp. 123. Price, $3.75. 
Charles C Thomas, Springfield, Ill., 1957. 


Dr. BLACK, a British clinician, states in the introduction his 
two aims in writing this book on fluid balance. The first was 
to be “‘as short as possible, consistent with clarity”, and the 
second, “‘to appeal to the general medical reader” who may 
“find it worth his while to read a short account of current 
thinking on this subject.” 

Brevity is accomplished, in part, by frequent use of ab- 
breviations. Although their definitions are given in the in- 
troduction and they are commonly employed in knowledge- 
able discussions of the subject, the unfamiliar reader may be 
disconcerted by having to translate such a shorthand style. 

There are six chapters. Five of these discuss the subjects: 
General Properties of Body-Fluid, Water, Sodium, Potas- 
sium, and Anions and Acid-Base Balance. Much of the in- 
formation in each chapter is contained in concise abstracts 
of the nearly 300 listed references. In this manner the phy- 
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jologic principles involved in the development and mani- 
festations of the interrelated imbalances are presented in 
detail. When conflicting opinions exist, the reader is given 
the documented evidence from which to exercise his own 
judgment. As an extensive and comprehensive review of 
the recent literature, the small size of the book is deceptive. 
Much extraneous fat has been cut from the meat of infor- 
mation, and although the type is easily read, the digestion 
of this concentrated diet requires more than a casual 
perusal. 

The final chapter, “An Approach to Treatment,” is a 
general guide to the management of fluid imbalances. It is 
predicated on an understanding of the principles elabora- 
ted in the earlier chapters. In this respect it is adequate. 
Such is the author’s intent, since he states, ““The process 
by which theory is transmuted into practice eludes de- 
scription.” 

The book will be of most value to the serious student 
or the practitioner who desires to delve deep into the 
theories of fluid imbalances. It is not recommended as a 
reference to consult for assistance in determining the fluid 
management of an individual case. —R. V. KRon, M.D. 


” 


Diseases and Disorders of the Colon. By Anthony Bassler, M.D. 
Pp. 217. Price, $6.75. Charles C Thomas, Springfield, IIl., 
1957. 


Tuis 1s a well-written monograph, not a research produc- 
tion in any way, but readable and to the point. It takes up 
the diseases of the colon in a rather unusual way, stressing 
symptoms and treatment. The treatment phase of all of the 
disorders discussed is especially good. 

The chapter entitled “Chronic Biotoxic Intestinal 
States,” which has to do with the so-called toxemias or 
putrefactions of the colon, is especially well done and sheds 
a great deal of light on a problem that has been largely 
neglected. 

The book has very few illustrations, but those that are 
present are good. Many clear and illustrative x-ray repro- 
ductions are shown. 

This is not a book for the researcher. It does, however, 
give precise, concrete diagnostic criteria and management 
regimens for the ordinary disorders and diseases of the 
lower bowel. It should be a help to every generalist in his 
general daily practice. 

B. M.D. 


Synopsis of Obstetrics, 5th ed. By Jennings C. Litzenberg, M.D. 
Pp. 391. Price, $6.00. The C. V. Mosby Co., St. Louis, Mo., 
1957. 


THIS EMINENTLY READABLE FIFTH EDITION deals with repro- 
duction from the state of gametes through the puerperium 
with simple but adequate coverage of the complications 
encountered. It readily accomplishes the aim “to minimize 
the more or less irrelevant, to evaluate the questionable, 
and at the same time to maintain that balance between 
mnimum and maximum stress so necessary to develop 
sound judgment.” 

The chapters concerned with the mechanism of labor 
and the management of the various presentations are of 


GP January 1958 


in any urinary tract disorder 
Pyridiunt is the specific for 
fast relief of pain, urgency, 
frequency and burning 


Pyridium brings relief within 20-25 min- 
utes. Pyridium is compatible with and 
complementary to all specific therapies, 
whether medical or surgical. With 
Pyridium you have greater flexibility in 
the use of any potency or dosage schedule 
required for successful treatment. 


Dosage: 2 tablets before each meal. 
Supplied: Bottles of 12, 50, 500 and 1,000. 
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min the presence 
glaucoma**”* 


1,272 consecutive “...includ- 
those receiving doses as high as 13 times 
ysual oral clinical dose, there has been no 
edriatic effect.”* Relief was highly gratify- 
_with virtual freedom from undesirable 
leeffects, such as blurred vision, dry mouth, 
‘naryretentionand cardiovascular effects.** 
is effective . . . even where other anti- 
ics fail.*** 


1 1. McHardy, G. and Browne, D. C.: th. M, J. 
1952. 2. Hock, C. W.: J. M.A. Ga. 40:22, 1951. 3. Hutfford, 
Loam. J. Dig. Dis. 19:257, 1952. 4. Brown, Jr., D. W. and Guil- 
Am. J. Ophthal. 36:1735, 1953. Marien, B.; Web- 
ond Tidmarsh, C. J.: Gastroenterology 24:200, 1953. 
Sune, L.: Conad. M. A. J. 69:532, 1953. 7. Miller, B. N.: J. South 
alee M. A. 48:1, 1952. 8. Chamberlin, D. T.: Gastroenterology 
9. Hufford, A. R.: J. Mich. St. M. Soc. 49:1308, 1950. 
A. R.: Rev. Gastroenterology 18:588, 195!. 11. Cham- 
win D. T.: Personal Communication. 12. McHardy, G. G.; 
C.: Morek, F.; McHardy, R. and Word, S.: J.A.M.A. 
Tie, 1951. 13. Avsman, D. C. and Arneth, J. J.: Wisc. M. J. 
(0 1951. 14, Steves, M. F.: Ohio State M. J. 48:615, 1952. 
S. F.: Postgrad. Med. 11:123, 1952. 16. Cholst, M., Good- 
in, &, Berens, C. and Cinotti, A.: Scientific Exhibit, A. M. A., 

1957. 


R Information 


+ BComposition & Dosage: BENTYL Caps. and Syrup 
gach cap./teaspoonful (5 cc.) contains 10 mg. 


1 sa (dicyclomine) Hydrochloride. BENTYL with 
| j Phenobarbital adds 15 mg. phenobarbital to the 


)@Adalts—2 caps./2 teaspoonfuls syrup, t.i.d, before 
oralter meals. If necessary, repeat at bedtime. 
ieNTYL 20 mg. Tabs. with Phenobarbital contain 
mg. BENTYL, 15 mg. phenobarbital. 

Adults tab. t.id. and at bedtime, if needed. 


seNTYL Repeat Action with Phenobarbital Tabs. 
contain 10 mg. BENTYL, 15 mg. phenobarbital in 
outer coating ; 10 mg. BENTYL in enteric-coated core. 


Adults — 1 or 2 tabs. at bedtime, or every eight 
hours as needed. 


Supplied - Caps.—bottles of 100, 500 and 1,000; 
2) mg. Tabs., Repeat Action Tabs.—bottles of 100 
md500. S yrup—16-oz. and gallon bottles. Injection 
~2ec, ampuls, boxes of 4; 10cc. multiple dose vials. 


TH WM. 8S. MERRELL COMPANY 
New York + CINGINMATI St. Thomas, Ontario 
Ano’ er Exclusive Product of Oriyinal Merrell Research 


striking simplicity. Of necessity, the section on obstetric 
surgery is brief. However, it is well written, and includes a 
good review of the application and use of forceps. The 
printing and illustrations are excellent. 

The book is designed to meet the needs of the general 
practitioner or house officer interested in obstetrics and is 
recommended by this reviewer. 

—lIra L. Hancock, M.D. 


Also Received 


Although GP endeavors to publish as many reviews of books 
as possible, space will not permit the review of all books received 
from publishers. 


Advice to the Expectant Mother, ]Jth ed. By F. J. Browne, M.D. and 
J. C. McClure Brown, M.B. Pp. 48. The Williams & Wilkins 
Co., Baltimore, 1957. 


Annual Epidemiological and Vital Statistics, 1954. Pp. 619. Price, 
$10.00. Division of Editorial and Reference Services, World 
Health Organization, Palais des Nations, Geneva, Switzerland, 
1957. 


Hypophysectomy. Edited by O. H. Pearson, M.D. Pp. 154. Price, 
$5.00. Charles C Thomas, Springfield, Ill., 1957. 


The Medical Clinics ot North America. Nationwide Symposium on the 
Experience of Medicine. Edited by Russell L. Cecil, M.D. Pp. 
1,151. W. B. Saunders Co., Philadelphia, 1957. 


New Research Techniques of Nevroanatomy. A Symposium by the 
National Multiple Sclerosis Society. Edited by William F. Windle, 
Ph.D. Pp. 98. Price, $4.75. Charles C Thomas, Springfield, Iil., 
1957. 


The Ordeal of Gilbert Pinfold. By Evelyn Waugh. Pp. 232. Price, 
$3.75. Little, Brown & Co., Boston, 1957. 


Ph.D.: The Philosophy of a Doctor. Experience and Aspiration. By 
Janvier W. Lindsay. Price, $2.50. Pageant Press, New York, 
1957. 


The Placement of Adoptive Children. By J. Richard Wittenborn. Pp. 
189. Price, $4.75. Charles C Thomas, Springfield, Ill., 1957. 


A Synopsis of Children's Diseases, 2nd ed. By John Rendle-Short, 
M.B. Pp. 624. Joh Wright ¢ Sons, Bristol, England, 1957. 


Physiology of Prematurity. Transactions of the First Conference, 
March 21, 22 and 23, 1956. Edited by Jonathan T. Lanman. 
Pp. 151. Price, $3.25. The Josiah Macy, Jr. Foundation, New 
York, 1957. 


A Practical Handbook of Psychiatry for Students and Nurses. 3rd ed. 
By Louis Minski, M.D. Pp. 144. Price, $3.00. Charles C Thomas, 
Springfield, Ill., 1957. 


The Science of Skin and Scuba Diving. Developed by Conference for 
National Cooperation in Aquatics. Pp. 306. Price, $3.95. Asso- 
ciation Press, New York, 1957. 


The Spine Jack Operation for Scoliosis. By H. Leslie Wenger, 44 
Gramercy Park, N., New York 10, 1957. 


Stedman's Medical Dictionary. 19th rev. ed. Edited by Norman Burke 
Taylor, M.D., in collaboration with Lt. Col. Allen Ellsworth 
Taylor, D.S.O. Pp. 1,656. Price, $12.50. The Williams & 
Wilkins Co., Baltimore, 1957. 
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Significant Rebins : esearch discovery: 


A NEW SKELETAL 
MUSCLE RELAXANT 


RoBAXIN — synthesized in the Robins Research Laboratories, and 
intensively studied for five years— introduces to the physician an 
entirely new agent for effective and well-tolerated skeletal muscle § R, 
relaxation. ROBAXIN is an entirely new chemical formulation, with § in 


outstanding clinical properties: in 
e Highly potent and long acting.** af 

e Relatively free of adverse side effects.'?*“*” : 

© Does not reduce normal muscle strength or reflex activity d 

in ordinary dosage.’ 

© Beneficial in 94.4% of cases with acute back pain ai 


due to muscle spasm.'***” 


CLINICAL RES 


DISEASE ENTITY 


to sprain 


(b) Muscle spasm 
trauma 


(c) Muscle spasm 
nerve irritation 
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nan | Highly specific action 

uscle § RopaxIN is highly specific in its action on the 

with §f internuncial neurons of the spinal cord — with 
inherently sustained repression of multisyn- 
aptic reflexes, but with no demonstrable effect 
on monosynaptic reflexes. It thus is useful in 

vity thecontrol of skeletal muscle spasm, tremor and 


other manifestations of hyperactivity, as well 
as the pain incident to spasm, without impair- 
ing strength or normal neuromuscular function. 


(Methocarbamol Robins, U.S. Pat. No. 2770649) 


Beneficial in 94.4% of cases tested 


When tested in 72 patients with acute back 
pain involving muscle spasm, RoBAXIN in- 
duced marked relief in 59, moderate relief in 
6, and slight relief in 3 — or an over-all bene- 
ficial effect in 94.4%.":*.4*7 No side effects 
occurred in 64 of the patients, and only slight 
side effects in 8. In studies of 129 patients, 
moderate or negligible side effects occurred 
in only 


Indications — Acute back pain associ- 
ated with: (a) muscle spasm secondary to 


FPOBAXIN IN ACUTE BACK PAIN'.®.4.¢.7 sprain; (b) muscle spasm due to trauma; 
(c) muscle spasm due to nerve irritation; 
DURATION RESPONSE (d) muscle spasm secondary to discogenic 
OF DOSE PER DAY (divided) SIDE EFFECTS 
EATMENT mod. light disease and postoperative orthopedic 
pain ¢ procedures; and miscellaneous conditions, 
such as bursitis, fibrositis, torticollis, etc. 
days 3-6 Gm. 17 }1 | © © | None, 16 

Dosage — Adults: Two tablets 4 times 
enn daily to 3 tablets every 4 hours. Total daily 

pasm tug *2 doys 2-6 Gm. 8 |1 | 3 | 1 | None,12 dosage: 4 to 9 Gm. in divided doses. 

Nervousness, 1 

pasm days Srarar Precautions — There are no specific con- 
notes ° traindications to Robaxin and untoward 
pasm he reactions are not to be anticipated. Minor 
side effects such as lightheadedness, dizzi- 
. Lightheaded- ness, nausea may occur rarely in patients 
i a 2 at with unusual sensitivity to drugs, but dis- 
A _— appear on reduction of dosage. When ther- 
Gm. 6 | o | None,6 apy is prolonged routine white blood cell 
*Relieved on counts should be made since some decrease 
; so l6 13 Ia — was noted in 3 patients out of a group of 
72 who had received the drug for periods 


Rejcrences: 1. Carpenter, E. B.: Publication pending. 2. Carter, 
C. H.: Personal communication. 3. Forsyth, H. F.: Publication 


of 30 days or longer. 


Peosing 4. Freund, J.: Personal communication. 5. Morgan, 
A. M., Truitt, E. B., Jr., and Little, J. M.: American Pharm. Assn. 


46:5 
rty, D.: Publication Te 8. Truitt, E. B., Jr., and 
>, J, M.: J. Pharm. & Exper. Therap. 119:161, 1957, : 


Supply —Robaxin Tablets, 0.5 Gm., in 
bottles of 50. 


A. H. ROBINS CO., INC., Richmond 20, Va. 


Ethical Pharmaceuticals of Merit since 1878 
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Takes the 

“spikes’ 

out of 
blood 


pressure... 
calms 
anxiety 
states... 


Quiescence is 


Butiserpine’ prescribed when you 


use Butiserpine. 


ee The Butisol component acts at once to produce its Each tablet or 8 “ae contains: 
Bs well-known quieting “daytime sedation.” And the BUTISOL SODIUM 15 mg. (% gr.) 
small dosage of reserpine gradually builds up its Reserpine 0.1 mg. hal 
* 
tension-suppressing effect, without the disturbing Prestabs* Butiserpine R-A (Repeat Action Tablets) 


side reactions of larger dosage. 


McNE | inc. 


Philadelphia 32, Pa. 


*Trade-mark 
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the 9 months that matter... 


From the earliest months of pregnancy, through 
birth and lactation, Calcisalin offers nutritional 
support so important for both mother and child. 


A complete prenatal supplement. Calcisalin is 
designed for routine use throughout pregnancy 
and assures important vitamin and mineral bene- 
fits. The daily dose provides 


¢ vitamins and iron 

* calcium in usable form 

phosphate-eliminating 
aluminum hydroxide 


Provides usable calcium. Recent evidence indi- 
cates that phosphate-containing supplements 


can actually cause calcium blood levels to fall.1- 
But Calcisalin supplies calcium in the usable 
form of the lactate salt. To absorb excess dietary 
phosphorus, Calcisalin also provides reactive 
aluminum hydroxide gel. Thus the risk of inad- 
vertently raising the phosphorus level to the 
point where it interferes with calcium absorp- 
tion is avoided. 


Dosage: Two tablets three times daily after 
meals. Available: Bottle of 100 tablets and 8-oz. 
reusable nursing bottles containing 300. tablets. 
Refere 1. Obst. & Gynec. 1:94 (Jan.) 1953. 2. Illinois M. 
J. 105: "308 Co 1954. 3. Bull. Margaret Hague Maternity 


Hosp. 6:106 (Dec.) 1953. 4. Missouri Med. 51:727 (Sept.) 
1954. 5. J. Michigan M. Soc. 53:862 (Aug.) 1954. 


Calcisalin: 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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when you treat common bacterial infections... 


measures therapeutic success 


Pentids 


Squibb 200,000 Unit Buffered Penicillin G Potassium Tablets 


when an oral penicillin is indicated...prescribe Pentids 


Six years experience by physicians in treating many mil- 
lions of patients with Pentids confirm clinical effective- 
ness and safety. Excellent results are obtained with 
Pentids in many common bacterial infections with only 
1 or 2 tablets t.i.d. Pentids may be taken without regard 
to meals. Pentids are economical . . . cost less than other 
penicillin salts. 

DOSE: 1 or 2 tablets t.i.d. without regard to meals 
SUPPLY: Bottles of 12, 100 and 500 tablets 


SQuisB 


other Pentids products 

NEW Pentids For Syrup: Squibb Flavored Penicillin Powder: 
when prepared with 35 cc. of water, the preparation pro- 
vides 60 cc. of fruit-flavored syrup, 200,000 units per tea- 
spoonful (5 ‘cc.). 

Pentids Capsules: Squibb Penicillin G Potassium 200,000 
Unit Capsules, bottles of 24, 100 and 500. 

Pentids Soluble Tablets: Squibb Penicillin G Potassium Sol- 
uble Tablets—200,000 units, vials of 12, bottles of 100. 
Pentid-Sulfas Tablets: Squibb Penicillin with Triple Sulfas, 
bottles of 30, 100 and 500. 


These formulations are given % hr. before meals or 2 hrs. 
after meals. 


Squibb Quality—the Priceless Ingredient 


“PENTIOS’® IS A SQUIBB TRADEMARK 
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BALANCE. 


Today—your congestive failure patient is in perfect balance: the work load on the heart does 
not exceed the established compensation—digitalization and diuretic therapy do not exceed his ~ 
tolerance. 

WILL HE STAY IN TUNE? Activity, emotional stress, and even the type and amount of food 
intake may cause fluctuations in the balance; yet, the maintenance regimen is held at the same 
level to avoid the risks inherent in dosage manipulation. 
FINE TUNING 


When your patient requires daily “fine tuning,” one or two Calpurate Tablets (or 7 to 15 
gr. of the powder) t.i.d. are often sufficient to restore the balance between “work load” and 


“compensation.” 


CALPURAT E 


(Theobromine calcium gluconate) 
FOR FLEXIBLE SUPPORTIVE THERAPY IN CONGESTIVE HEART FAILURE 


Calpurate is a virtually nontoxic hemodynamic stimulant with an appreciable, sustained di- 
uretic effect. Its triple action consists of (1) an increase in cardiac output and myocardial circu- 
lation, (2) peripheral vasodilatation, (3) and improvement of kidney function through inhi- 
bition of renal tubular reabsorption of water and salt, and an increase of renal blood flow. 
Calpurate relieves pulmonary edema and dyspnea, and is a valuable adjunct in the treatment 
of congestive failure. 

Calpurate is well tolerated and remarkably free from gastrointestinal side effects. 


CALPU RAT E-— 500 mg. tablets in bottles of 100, 500, and 1,000, Powder in 1 oz. bottles. 
Also: Calpurate with (1/, gr.) Phenobarbital. 


Write for free sample supply to Professional Service Department. 
MALTBIE LABORATORIES DIVISION 
WALLACE & TIERNAN, INC. 


Belleville 9, New Jersey 
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RELIEF 
FROM 
ACNE 


is on essential adjunct to treatment 


IN ACNE, Fostex Cream and Fostex Cake 


e degrease, peel and degerm the skin 

e unblock pores ... help remove blackheads 
e help prevent pustule formation 

e minimize spread of infection 


Fostex effectiveness is provided by Sebulytic® (sodium lauryl sulfoacetate, sodium 
alkyl aryl polyether sulfonate, sodium dioctyl sulfosuccinate) a new combina- 
tion of surface active cleansing and wetting agents with remarkable antiseb- 
orrheic, keratolytic and antibacterial action, enhanced by sulfur 2%, salicylic 
acid 2% and hexachlorophene 1%. 


Fostex is easy to use. The patient stops using soap on acne skin and starts 


washing with Fostex. Effective and well tolerated...assures patient acceptance 
and cooperation. 


FOSTEX CREAM for thera- FOSTEX CAKE for 
peutic washing of the skin maintenance therapy to 
in the initial phase of the keep the skin dry and sub- 
treatment of acne, when : 


stantially free of come- 
dones. 
in 4.5 oz. jars in bar form 


maximum degreasing and 
peeling are desired. 


WESTWOOD PHARMACEUTICALS 


Division of Foster-Milburn Co. 469 Dewitt Street Buffalo 13, New York 
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Achrocidin 


E-ANTIHISTAMINE-ANALGESIC COMPOUD 


ACHROCIDIN is a well-balanced, comprehensive formula for 
treating acute upper respiratory infections. 


Debilitating symptoms of malaise, headache, pain, mucosal 
and nasal discharge are rapidly relieved. 


Early, potent therapy is offered against disabling complications 
to which the patient may be highly vulnerable, particularly 
during febrile respiratory epidemics or when questionable middle 
ear, pulmonary, nephritic, or rheumatic signs are present. 


ACHROCIDIN is convenient for you to prescribe—easy for the 
patient to take. Average adult dose: two tablets, or teaspoonfuls 
of syrup, three or four times daily. 


tablets 


ACHROMYCIN ® Tetracycline . 


Phenacetin 


Salicylamide 
Chlorothen Citrate 
Bottle of 24 tablets 


syrup 


Each teaspoonful (5 cc.) contains: 

ACHROMYCIN ® Tetracycline 

equivalent to tetracycline HCl ro mg. 
Phenacetin 
Salicylamide . 
Ascorbic Acid (C) 
Pyrilamine Maleate . . 

ethylparcben . 
Propylparaben . 

Available on prescription only 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER NEW YORK C Ledterte ) 
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DAB 
symptomatic relief...plus! 
125 
at mg. : 
150 mg. 
| 
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low 
back 
pain 


begins to yield in hours 


*...is an orally effective and 
safe antispasmodic drug. Re- 
sults are prompt, and gratify- 
ing to the patient. The number 
of office visits .. . is reduced 
significantly. The dosage 
schedule is simple... side 


in Parkins actions are minimal...” 
“No toxic side actions were 
noted.” 


Finch, J. W.: Orphenadrine (Disipal) in 
Skeletal Muscle Disorders. To be published 


Dosage: 1 tablet (50 mg.) t.i.d. 
In Parkinsonism when used in 
combination with other drugs, 

smaller dosage may suffice. 


*Trademark of Brocades-Stheeman Brand of Orphenadrine HCl 
& Pharmacia. U.S. Patent No. 
2,567,351. Other patents pending. (Riker) ANGELES = @ 
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Since 1950...an outstanding record of 


ontinuing® clinical success in the treat- 


ent of infectious diseases 


RRAMYCI 


clinical efficacy further confirmed 


AVAILABLE in a well-tolerated dosage 
form to cope with every need of 
broad-spectrum therapy: Capsules, 
tablets, taste-tempting liquid 
nixtures, special preparations for 
parenteral, topical and ophthalmic 
use, Terrabon® and Terrabon 

Pediatric Drops. 


1. Darke, C. S., and Knowelden, J.: Brit. 

M. J. 2:255 (Aug. 1957. 2. Williams, S.: 
Antibiotics Annual $§56-1957, New York, Medical 
Encyclopedia, Inc., #957, p. 316. 3. Forbes, G. B., 
and Emerson, G. Pediatric Clinics of 

North America, P elphia, W. B. Saunders 
1957, p. 215. 


1957 


1957 


1957 


Year after year, Terramycin 
continues to hold its enviable 
reputation for reliable performance 
in the treatment of a wide variety 

of infections. In the ever-growing 
literature on its clinical success, 
Terramycin stands firmly on its 
record for broad-spectrum efficacy 


with safety. 


BRAND OF OXYTETRACYCLINE 


In a controlled trial for a period of 
a year at seven centers, in patients 
with severe bronchiectasis, 
Terramycin was “. . . beneficial and 
was more effective than oral 
penicillin. ... A more pronounced 
effect in the [Terramycin] group 
was observed in the reduction of 
disability expressed by the number 
of days confined to bed. .. . The 
characteristic symptoms of 
bronchiectasis can be modified and 
the natural history of the disease 
influenced whilst [Terramycin] 
therapy is maintained.” 


IN PERTUSSIS: “Continued 
satisfactory results have been 
maintained with [Terramycin].... 
The present routine management 
of these cases consists of a 10 day 
course of [Terramycin] ... and 
during the last six years, chiefly 
with the use of oxytetracycline, the 
mortality has been reduced... .” 


Terramycin “... used with success’”® 
in staphylococcal pneumonia and 
empyema. 


PFIZER LABORATORIES, Brooklyn 6, N. Y. 
Division, Chas. Pfizer & Co., Inc. 


orld leader in antibiotic development and production 
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7 DOCTOR, ™ 
you and your 


: patients can 
\ rely on / 
DEViLBiss 


~ - 


br that sets the 3 


and get effective results steam inh 
tion therapy .. . presc®iie DeVilbiss die 

the trouble free vaporize , 
within minutes and opt 
night long without refilling 

and DeVilbiss is the vaporize 
that provides the adequate 
steam volume recommended 

by leading physicians. 


or? 
& 


= 


NO. 145 
ELECTRIC STEAM VAPORIZER 
4 DeVilbiss Vaporizers retail ‘at $3.95, 
$6.95 and $8.95. 


SINCE 1888 . . . THREE GENERATIONS OF PHYSICIANS 
HAVE USED AND PRESCRIBED DeVILBISS. 


@ SAFE, U. L. approved 


Heating elements easily 
removable for cleani 
or replacement 


® Guaranteed by DeVilk 
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in the peptic ulcer diet... | 
“orange juice 
several times daily 


affords protection against vitamin C deficiency 
without untoward effects on ulcer healing 


Strub, Talso, and ValDez, in 
studying gastric response to 
orange juice, find that when 
patients with active duo- 
denal ulcers are given 4 oz. 
orange juice “several times 

daily” along with “‘the usual 


forms of medical manage- 
ment, no prolongation in the 
healing is noted.” (J.A.M.A. 
163 :1602, 1957) 


FLORIDA 
ANGERINES 
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first thought for high b.p.® 


af shows actual response to Serpasil 
in a patient with benign essential hypertension (data on request). 
Consider Serpasil® (reserpine CIBA) (1) alone to lower blood 
pressure gradually and safely in most cases of mild to moderate 
hypertension; (2) as a primer in severe hypertension before more 
potent drugs are introduced; (3) as a background agent in all 
grades of hypertension to permit lower dosage and thus minimize 
side effects of other antihypertensives. CIBA 
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The Value of Blood Cholesterol Regulation 


Studies'* indicate that atherosclerosis is the 
underlying disease process in 80-90% of 
Americans who had myocardial infarction 
or angina with abnormal EKG patterns. It 
is also known that patients with coronary 
disease frequently have elevated blood 
cholesterol levels. 


In these studies'* patients with coronary 
occlusion “felt better’? when their blood 
cholesterol was reduced by diet and a special 
cholesterol lowering formula. Anginal symp- 
toms abated and none had a new coronary 
occlusion while on this therapy. 


Patients with anginal attacks treated by 
Schroeder’ with a high essential fatty acid 
and B, diet noted considerable lessening of 
anginal attacks. 


Van Gasse and Miller® report marked pain 
relief by angina patients while on linoleic 
acid and B, medication. They recommend 
this formula for patients with high choles- 
terol levels, coronary thrombosis or angina. 


(1) Lobecki, T. D.: Am. J. Clin. Nutrition . = 1955. 

(2) Gertler, M. M., et al.: Circulation 2: 696, 

(3) Gofman, J. W., et al.: Mod. Med. 21: oe a 

(4) Barr, D. P., et al.: Am. J. Med. 11: 480, 1951. 

(5) Schroeder, H. A.: J. Chronic Dis. 2: 28, 1955. 

(6) Van Gasse, J. J., and Miller, R. F.: A.M.A. Meeting, 
New York, June 3-7, 1957. 


The preponderance of evidence indicates 
that all persons who have elevated blood 
cholesterol (with or without clinical evidence 
of disease) . . . and all persons with a con- 
dition associated with atherosclerosis (even 
though blood cholesterol is normal) are candi- 
dates for a cholesterol regulation program. 


ARCOFAC (Armour Cholesterol Lowering 
Factor) was specifically formulated to lower 
blood cholesterol with as little as 1 dose a 
day . .. and at the same time allow the 
patient to eat a palatable, balanced and 
nutritious diet. ARCOFAC is the first truly 
practical and effective method for lowering 
blood cholesterol levels. 


Each tablespoonful of ARCOFAC emulsion 
contains: 
Linoleic acid 


mg. 
‘11.5 mg. 


Mixed tocopherols (vitamin E). . 
Bottles of 12 fluid ounces. 


Arcofac 


Armour Cholesterol Lowering Factor 


(A@ THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 
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Long-term studies in this country and 
abroad have shown that the antimalarial 
ARALEN phosphate produced major 
improvement in 72% of 294 cases of 
rheumatoid arthritis. Aralen was often 
successful where other agents failed. 
Remissions often persisted for many 
months after therapy had been discon- 
tinued. 


JOINT EFFECTS: 


Pain and tenderness relieved. Mobility in- 
creased. Swellings diminished or disappeared. 


Muscle strength improved. Rheumatic nodules © 


often disappeared. Even severe or advanced 
deformity improved. Active inflammatory 


process usuaily subsided and joint effusion 
diminished. 


GENERAL EFFECTS: 


Patients felt and looked better. Exercise toler- 
ance increased. Walking speed and hand grip 
improved. 


LABORATORY EFFECTS: 


E. §. R. often fell slowly and hemoglobin level 
rose gradually. 


ANALGESICS AND STEROIDS: 


Requirements usually reduced or eliminated. 


Dosage: Aralen is cumulative in action and re- 
quires four to twelve weeks of administration 
before therapeutic effects become apparent. 
The usual adult dose is 250 mg. daily. If side 
effects appear withdraw Aralen for several 
days until they subside. Reinstate treatment 
with 125 mg. daily and, if well tolerated, in- 
crease to 250 mg. 


If medication is withdrawn, a relapse, if it 
occurs, will usually be manifest within 3 to 12 
months. Resumption of therapy, as above, is 
generally again effective. 


Supplied: Aralen phosphate: 250 mg. tablets 
in bottles of 100 and 1000; 125 mg. tablets in 
bottles of 100. 


White for booklet discussing clinical experience, tolerance, 
precautions, etc., in detail. 
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ATARAX 


inany 
hyperemotive 
State 


for childhood behavior disorders 
10 mg. tablets—3-6 years, one tab- 
let t.i.d.; over 6 years, two tablets 
tid. Syrup—3-6 years, one tsp. 
ti.d.; over 6 years, two tsp. t.i.d. 
for adult tension and anxiety 
25 mg. tablets—one tablet q.i.d. 
Syrup—one tbsp. q.i.d. 
fF Severe emotional disturbances 
100 mg. tablets—one tablet t.i.d. 


fot adult psychiatric and emotional 
emergencies 


Parenteral Solution—25-50 mg. 
(1-2 cc.) intramuscularly, 3-4 
times daily, at 4-hour intervals. 
Dosage for children under 12 not 
ished. 


Mpplied: bottles of 100. Syrup, 
Pit bottles. -arenteral Solution, 10 cc. 


vials, 


Reviews of ataraxic therapy commonly divide the available tranquilizers into three 
main categories: the rauwolfia derivatives; the phenothiazine compounds; and a 
smaller group of agents which are lumped together for the sake of convenience 
rather than because of any common characteristic. 


As a result, one significant fact is often overlcoked: ATARAX (hydroxyzine) does 
not fit into any of these three categories. Indeed, by any logical criterion, it 
belongs in a class by itself. 


1. ATARAX is chemically unique. It differs from any other tranquilizer now avail- 
able, not in minor molecular rearrangements but in basic structure. 


2. ATARAX is therapeutically different. ATARAX is characterized by unique cerebral 
specificity. On ATARAX, the patient retains full consciousness of incoming stimuli 
—their nature and their intensity—but his reactions are those of a well-adjusted 
person. He is neither depressed nor torpid, and his reflexes remain normal, as does 
cortical function. Thus ATARAX induces a calming peace-of-mind effect without 
disturbing mental alertness. 


3. ATARAX is, perhaps, the safest ataraxic known. It is outstandingly well tolerated. 
Every clinical report confirms this fact.* After more than 150 million doses, there 
has not been a single report of toxicity, blood dyscrasia, parkinsonian effect, liver 
damage, or habituation. 


4. ATARAX is unusually flexible. This lack of toxicity makes it possible to adjust 
ATARAX dosage to virtually any patient need. In the lowest range, children respond 
well to 10 mg. or one teaspoonful of syrup t.i.d., while anxious adults usually are 
treated with 25 mg. q.i.d. Yet, if needed, the dosage can safely be raised: in more 
severe disturbances, dosages up to 1,000 mg. daily have been administered without 
adverse reactions. 


In reviewing your own experience with tranquilizers, remember that ATARAX is in 
a class by itself; that you cannot judge it by your results with any other drug. To get 
to know ATARAX at first hand, prescribe it for the next four weeks whenever a 
tranquilizer is indicated. See for yourself how it compares. 


ATA RAX 


BRAND OF HYDROXYZINE) 


Medical Director 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 
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Message from the President 


As THE New YEAR OPENS BEFORE US, I want to extend to 
each of you the very best wishes for success in your 
every endeavor during the months ahead. 

For myself, the advent of 1958 provides a personal 
reminder that my role as the tenth president of the 
American Academy of General Practice will soon draw 
to a close. Happily, the days encompassed within my 
term of office have proven both inspiring and rewarding. 

This inspiration is engendered through visits I made 
to 16 states. The office of president provided me the 
singular opportunity to renew old acquaintances, to 
meet many of you personally, and to receive your 
warm and friendly welcome in every instance. These 
are values that cannot be measured by numbers or 
with a yardstick. 

As an Academy representative, I found our common 
purpose to promote the betterment of general practice 
evidenced by chapters across the nation. The growing 
pains of our early years now bear fruits of stature and 
revitalization within the realm of organized medicine. 

My travels also took me before many of our col- 
leagues—to people who have come to recognize the 
Academy as a positive, valuable contributor for the 
advancement of medicine. Again and again I found 
others who want to know more about our organization, 
who admire our postgraduate study program, who 
respect our standards and opinions. 

In short, the Academy has reached maturity. Our 
accomplishments are judged for what they are, not on 
the basis that we are a young, inexperienced organ- 
ization. 

The inherent danger of this maturity is complacency. 
Past accomplishments, present policies and continuing 
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goals can become vulnerable only if we allow con. 
placency to replace responsibility. It is axiomatic that 
the stature of the Academy is directly dependent upon 
the sum total of the individual efforts of our members 
throughout the country. 

As we embark upon this new year I ask each of you 
to actively pursue the multiple responsibilities we are 
charged with, both as physicians and Academy men- 
bers. 

Maintain the personal relationships in your practice. 
The art and science of good medicine are inseparable 
from public good will. 

Take an active part in organized medicine on ever 
level. Do not lose by default any opportunity to shape 
policy which affects our practice, services and pri- 
ileges. 

Encourage your qualified colleagues to become Acad- 
emy members. We will always welcome the enrollment 
of family physicians who maintain our standards of 
integrity and competence. 

Strictly adhere to our postgraduate study require- 
ments. Our high standards have earned the respect of 
our colleagues and the general public. 

In parting, I look back upon the past months with 
much gratification. My sincere thanks go out to past 
Academy presidents who paved the way before me; (0 
the many state officers and members whose efforts and 
hospitality made me feel at home everywhere; and 
the staffs of the national and state Academies who 
assumed the burdens of massive detail work. 

See you in Dallas. 

Sincerely, 
PHELPs, M.D. 
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World Education Congress Approved at Recent WMA Meeting in Istanbul 


Several Academy Members Take Part 


In World Medical Activities 


APPROVAL OF PLANS for the Second World Medical Edu- 
cation Congress, scheduled for August 30-September 4, 
1959 in Chicago, was one of the key items of interest 
for all doctors to come out of the World Medical Asso- 
ciation’s annual session September 29—October 5 in 
Istanbul, Turkey. 

The theme of the Chicago meeting, ““Medicine—A 
Life Long Study,” will cover the continuing education 
of the doctor after graduation from medical school. 

Its chief objective will be the exchange of informa- 
tion to assist in raising the standards of medical educa- 
tion throughout the world. 

Dr. Raymond B. Allen of the United States will head 
the group in charge of this meeting. The program will 
include a plenary session the opening day to review the 
first conference and to tie the two conferences together. 
The remaining three days will be devoted to the follow- 
ing sectional meetings: 

(1) Basic Clinical Training for All Doctors in Dif- 
ferent Areas of the World—to include primarily the 
rotating hospital internship and the clerkship; precep- 
torship and social service training. 

(2) Advanced Clinical Training for General and 
Specialty Practice—the residency or its equivalent, 
preceptorships and formal courses. 

(3) Training for Research and Teaching in (a) the 
basic sciences ; (b) the preclinical sciences; (c) clinical 
investigation programs, etc. 

_ (4) Continuation Medical Education—medical meet- 
ings; refresher courses, medical journals, etc. 

These meetings will include panel discussions, pres- 
tntation of papers and open discussion. They will be 
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presented in English, French and Spanish. German will 
be added, if feasible and indicated. 

Another important item at the World Medical meet- 
ing in Istanbul was the approval by the general assem- 
bly of the suggestion that a deputy secretary-general be 
chosen to assist Dr. Louis Bauer. 

Just prior to the meeting, Dr. Bauer, who has served 
as WMA secretary-general for ten years, completed a 
volume on the first ten years of the WMA. This docu- 
ment was distributed to the assembly. 


Academy Members Attend 


Several Academy members attended the session in 
Istanbul. Dr. Marvin Olson, Wittenberg, Wis. was 
there in his role as a member of the board of directors of 


Members at World Medical Association—Dr. Marvin Olson (/c/t) 
attended the recent meeting in Istanbul as a board member of the 
United States Committee; Dr. William Shaw (center) and Dr. E. C. 
Texter were special observers. Another member, Dr. Peter C. H. 
Erinakes, also an observer, is not shown. 
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Over a century ago it was said, “Diversity and 
multiplicity of diet are very important health 
rules.” Today, research has confirmed this as a 
means of obtaining a good balance of nutrients 
in the diet. 

Needed quantities of proteins, fats and carbo- 
hydrates . .. the energy they provide... and the 
minerals and vitamins carried with them. . . are 
best obtained when foods are wisely chosen from 
the four basic food groups: milk, cheese, ice 
cream; meat, eggs, poultry and fish; vegetables 
and fruits; and enriched or whole grain cereals 
and breads. The fats in these foods provide twice 
as many calories per unit of weight than does the 
protein or carbohydrate. Thus, fats are efficient 
sources of energy. However, for nutritional bal- 
ance, all other nutrients must be present in suffi- 
cient amounts. 

For each calorie of fat from all foods consumed 


in the United States, there are 0.29 calorie from 
protein and 1.15 calories from carbohydrate also 
consumed. For each calorie of fat from all dairy 
foods consumed in the United States, there are 
0.52 calorie from protein and 0.15 calorie from 
carbohydrate also consumed. For each calorie 
of fat consumed as whole milk, there are 0.44 
calorie from protein and 0.56 calorie from carbo- 
hydrate also consumed . . . plus some of all other 
needed nutrients. 

Proteins are used to build and repair body tis- 
sue. If enough fats and carbohydrates are sup- 
plied by the diet there is no need to waste protein 
by burning it to supply energy. Thus, even in low- 
calorie weight reduction diets, fats and carbo- 
hydrates should be supplied with protein. 

Fats, as present in foods and as used in meal 
preparation, contribute to the pleasure of eating 
...and to the nutritional adequacy of the diet. 


Since 1915 . . . promoting better health through nutrition research, education 


The nutritional statements made in this advertisement have 
been reviewed by the Council on Foods and Nutrition of the 
American Medical Association and found consistent with cur- 
rent authoritative medical opinion. 


NATIONAL DAIRY COUNCIL 
A non-profit organization 


111 N. Canal St. + Chicago 6, Ill. 


THIS ADVERTISEMENT IS ONE OF A SERIES. REPRINTS ARE AVAILABLE UPON REQUEST. 
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mark, elected for a three-year term as was Dr. Auguste 
Fernande Conde of Havana, Cuba. The latter two are 
new council members. : 


The 12th General Assembly will be held August-15— 
20 this year in Copenhagen, Denmark. 


the United States Committee and as chairman of the 
individual Membership Committee. Dr. E. C. Texter, 
Detroit, Mich., a past president of the American Acad- 
emy of General Practice ; Dr. William J. Shaw, Fayette, 
Mo., chairman of the Academy’s General Practice Sur- 
vey Committee and an Academy representative on the 
Joint Residency Review Committee for General Prac- 
tice; and Dr. Peter C. H. Erinakes, West Warwick, 
R..,amember of the Academy’s Liaison Committee on 
National Defense, were all special observers. Dr. Shaw 
has been an AMA observer at the last three WMA 
conferences, held respectively in Cuba, Austria and 
The Netherlands. 

Dr. Olson reported that he and Dr. Texter devoted 


WMA and WHO 


Because of the confusion on the part of many doctors 
in distinguishing between the World Health Organi- 
zation (WHO) and World Medical Association (WMA), 
Academy Member Olson recently prepared a statement 
of the differences between the two organizations. The 
following has been sent out by WMA: 


ymber | 


considerable time during the Istanbul meeting to talk- 
ing with doctors from Switzerland, France, Australia 
and Germany on the possibility of forming an Interna- 
tional Academy of General Practice. They hope to set 
up committee meetings at WMA’s 1958 meeting in 


Copenhagen. 


Special Activities 


The WMA meeting was held at the University of 
Istanbul. University students were provided to serve 
as English-speaking guides. All speeches were heard 
in the language of the speaker, as well as in French, 
English and Spanish. 

There was considerable discussion of the Hungarian 
refugee problem. The assistance that has been given 
these people by medical associations all over the world 
was cited. 

Dr. Shaw reported that the plight in which the 
Cuban Medical Association is now found created the 
most lively discussion on the floor. Acting to uphold 
the principle that belligerents are entitled to medical 
care without discrimination or fear of reprisal, the 
WMA moved to investigate reports that certain Cuban 
doctors have been persecuted and murdered while 
carrying out their humanitarian service to the sick 
and wounded. Hope was expressed that efforts will 
be made to alleviate the trouble. 

Dr. Jose A. Bustamante of Havana, Cuba was suc- 
ceeded as WMA president by Dr. Ahmet Rasin Onat, 
president of Medical Council of Turkey. The new pres- 
ident-elect is Dr. Charles Jacobsen of Copenhagen. 

Dr. Hugh Clegg of Great Britain was elected to the 
council to fill the unexpired term of Sir Lionel Whitby, 
who died recently. 

The terms of four members of the council expired 
and the election results were as follows: Dr. E. S. 
Hamilton, chairman of the AMA Board of Trustees, 
re-¢lected for a three-year term; Dr. C. S. Sen of New 
Delhi, also re-elected; Dr. Otto Rasmussen of Den- 
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The World Medical Association 


The World Health Organization 


1. WMA is an organization of 
national medical associations. 
The unit of membership is the 
medical association. It is com- 
pletely nongovernmental. It is 
not part of the U.N. It is a 
voluntary organization. 


2. WMA represents the prac- 
ticing medical profession. 


3. WMA was organized in 
1947 by AMA representatives 
and Western European medi- 
cal leaders. Purpose was to ex- 
change medical knowledge, to 
protect the freedom of medi- 
cine, and promote world peace. 


4. Each member association 
sends two delegates, two al- 
ternate delegates and ob- 
servers to the General Assem- 
blies—the supreme _policy- 
making body of WMA. 


5. The executive body is the 
Council. This meets twice a 
year and comprises 11 mem- 
bers elected from the assem- 
bly and the president, presi- 
dent-elect and treasurer. 


6. WMA is supported by mem- 
bers’ dues and contributions 
and the annual budget is about 
$165,000. 


1. WHO is an intergovern- 
mental health agency. Unit of 
membership is the member 
and nonmember governments 
of the U.N. that accept the 
nine principles upon which 
WHO is founded. 


2. WHO represents govern- 
ments in medicine. 


3. WHO is the result of pro- 
posal of U.N. in 1945 to create 
a specialized agency to deal 
with all matters related to 
health. 


4. Each member government 
sends three delegates, chosen 
preferably from the national 
health administration of the 


government, to the annual 
World Health Assembly. 


5. The executive board is the 
executive body and consists of 
18 members elected to repre- 
sent 18 member governments. 


6. Supported by dues allo- 
cated by the U.N. scale and 
the budget for 1958 was 
$13 million. 
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PEGANONE® 
(Ethotoin, Abbott) 


Newest of Abbott's anti- 
convulsants ...a new hy- 
dantoin of exceptionally 
low toxicity for grand mal 
and psychomotor seizures. 


TRIDIONE® 
(Trimethadione, Abbott) 
PARADIONE® 
(Paramethadione, Abbott) 


Two eminently successful 
anticonvulsants for symp- 
tomatic control of petit 
mal, myoclonic and 
akinetic seizures... 
Tridione will often work 
where Paradione won't 
and vice versa. 


PHENURONE® 
(Phenacemide, Abbott) 


Used with discretion, will 
often prove successful 
where all other therapy 
fails in treating psycho- 
motor, grand mal, petit 
mal and mixed seizures. 


“use” of today’s. modern anticod~ 
age its can give the epilepti ~ 


preciosa of all: 


‘normal life Here are five dis-~ 


from Abbott. With them you 
can ‘take the epileptic from . 
childhood through his adult ; 
“years, comfortably, 
freedom 


GEMONIL® 
(Metharbital, Abbott) 


An effective drug with low 
toxicity for treating grand 
mal, petit mal, myoclonic 
and mixed seizures 
symptomatic of organic 
brain damage. 


801057 
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Trends and Events in the Nation’s Capital 


rom GP’s Special Washington Correspondent 


New Guidebook Ready 


A NEW GUIDEBOOK TO PHYSICIANS—with general practi- 
tioners particularly in mind—on referral and admission 
of patients to the government’s unique Clinical Center 
has been published. It is a broad revision, virtually a 
rewrite, of the handbook—the first since August, 1956. 

Situated in suburban Bethesda, Md., the Clinical 
Center is a 500-bed hospital which is part of National 
Institutes of Health. Staff personnel and consultants 
to the seven research institutes comprising NIH take 
care of the patients. Admission to the center can be 
only by physician’s referral. 

“The cooperation and assistance of physicians in 
private practice and those associated with hospitals 
and clinics is essential in the proper selection of pa- 
tients to participate in these studies,” says the guide. 
“Patients should be referred and will be admitted on 
the basis of a diagnosis which meets the requirements 
for particular studies.” 


An unbalanced number of admissions are from the 
District of Columbia and its two bordering states of 
Maryland and Virginia. Of 2,095 discharges in 1956, 
these three jurisdictions accounted for 1,399. Despite 
its comparative proximity, New York State had only 
52 patients discharged from the center. Such populous 
states as Illinois, Ohio and California had only 20, 35 
and 11, respectively. 

Maine, Montana, New Mexico and Utah had none. 

“Referring physicians are kept fully informed of the 
treatment and progress of their patients,”’ says the new 
booklet, ‘and are welcomed if they wish to visit. Co- 
operation is sought for the extended period of follow- 
up observation which will usually be maintained after 
patients have been returned to the care of their own 
physicians.” 

Physicians wishing to have patients admitted to the 
Clinical Center should submit a summary of the medi- 
cal history, along with an appraisal of the present situa- 
tion, to the Office of the Director. There are no forms 
to be filled out. Information may be obtained by tele- 
phoning, as well as by correspondence. The number is 
Oliver 6-4000, extension 746. 

There are no fees or charges of any kind for medical, 
surgical or hospital services given to patients. Among 
lactors bearing on registration are length of waiting 
list, proper understanding by the prospective patient 
of his role in a research study, and such things as the 
applicant’s general health and sex. Primary requisite is 
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that the pathologic condition shall be one currently 
under study by one of the institutes. 

At the present time clinical research is under way 
on virtually all types of cancer, utilizing therapy by 
radiation, surgery, chemicals and hormones. National 
Heart Institute is conducting more than a dozen in- 
vestigations. Some of them are in cardiodynamics, 
adrenal steroid biosynthesis and malignant carcinoid 
syndrome. 

The other institutes are seeking patients with gout, 
polyarthritis, severe brucellosis, filariasis, deep-lying 
brain tumors and facial dysplasias, to name but a 
fraction of the diseases under study. 

Upon request, the Clinical Center will send copies 
of ‘Current Clinical Studies and Patient Referral Pro- 
cedures” to private physicians, hospitals, clinics and 
medical schools. 


Probable VA Spending Cut 


All signs point to a sharp cutback this year (1958) in 
federal expenditures for medical care and hospitaliza- 
tion of veterans with non-service-connected disabilities. 

The Eisenhower Administration’s decision to effect 
economies in domestic programs in order to make 
larger sums available for national defense and scientific 
projects is expected to leave a deep mark on VA’s 
budget. In fact, the recent resignation of Administrator 
Harvey V. Higley was reliably attributed to his re- 
luctance to be “hatchet man” for an impending wave 
of drastic retrenchment. 

However, VA is going ahead with nearly $4 million 
in capital improvements on its real estate in various 
parts of the country. Between late November and the 
end of February, bids were to be asked on following 
projects: 

Additions and alterations to the veterans hospital 
at Perry Point, Md. cost of which will approximate 
$3 million. 

Underground electrical distribution system at the 
hospital at Walla Walla, Wash. 

Replacement of elevators at the Hines, Ill. hospital 
and the VA Center in Boise, Idaho. 

Air conditioning of operating suite at the Fayette- 
ville, Ark. hospital. 

Installation of automatic fire sprinklers at Hot 
Springs (S.D.) Center. 


Ease Over-the-Counter Restriction 


Food and Drug Administration plans to make medic- 
inals containing diphemanil methylsulfate exempt from 
prescription-dispensing requirements. It published a 
notice to that effect in the Federal Register in November 
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Speedier Return To Normal Nutrition 


and the Protein Need 


in Renal Disease 


Prevailing opinion holds that during the nephrotic 
state—provided the kidneys are capable of excreting 
nitrogen in a normal manner—the patient should be 
given a diet high in protein (1.5 to 2 grams per kilogram 
of body weight daily). The purpose of such a diet is to 
replace depleted plasma protein and to increase the 
colloidal osmotic pressure of the blood. 


Sharp restriction of dietary salt appears indicated 
only in the presence of edema, but moderate restriction 
is usually recommended. 

Lean meat is admirably suited for the diets pre- 
scribed in most forms of renal disease. It supplies rela- 
tively large amounts of high quality protein and only 
small amounts of sodium and chloride. Each 100 Gm. 
of unsalted cooked lean meat (except brined or smoked 
types) provides approximately 30 Gm. of protein, and 
only about 100 mg. of sodium and 75 mg. of chloride. 

In addition to its nutritional contributions meat 
fulfills another advantageous purpose: It helps make 
meals attractive and tasty for the patient who must 
rigidly adhere to a restricted dietary regimen. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago ... Members Throughout the United States 
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and, barring overruling objections, such preparations 
will become over-the-counter items early in 1958. 

It is FDA’s position that this drug may be removed 
from prescription restrictions and self-medication is 
not unsafe, provided following conditions of manufac- 
ture and labeling are observed: 

Preparation is in a dosage form suitable for use in 
self-medication by topical application. 

The diphemanil methylsulfate and other components 
fulfill standards of identity, strength, quality and 
purity. 

Content of diphemanil methylsulfate is no more than 
2.0 per cent. 

Adequate directions are given on label for use by 
external application to the skin for relief of symptoms 
of mild poison ivy, oak and sumac and other minor 
irritations and itching of the skin. Also, that they 
specify no more than four applications shall be made 
daily, except by direction of a physician. 

Label will contain a warning which reads, in sub- 
stance: “Caution: if redness, irritation, swelling or 
pain persists or increases, discontinue use and consult 
physician.” 


Defense Costs vs. Health Bills 


The sensitive issue of integration in education and 
the probability that both the White House and Con- 
gress will be hard to sell on nondefense programs 
calling for large fund outlays are dimming the chances 
of enactment of any new health legislation in the 1958 
session of Congress. 

Subsidization of medical school construction and 
physical improvements has bipartisan support but the 
integration question militates against its adoption, not 
to mention the cost angle. 

The Administration-supported scheme of permitting 
insurance companies to pool risks in order to make 
protection broader for holders of medical care insur- 
ance would cost the government no money but it com- 
mands very little support in Washington outside the 
White House. 

Federal employee unions will make a drive for pay 
increases, rather than fringe benefits, which means that 
inauguration of a system of contributory health insur- 
ance for U.S. workers and dependents is improbable. 

The emphasis on economy also lowers chances of 
enactment of Keogh-Jenkins bill to enable doctors and 
other self-employed people to obtain tax deferment on 
a portion of their income each year provided the sum is 
placed in a pension plan. Treasury Department has 
consistently been opposed to the plan. 


Also see the AMA Washington Report, page 211. 
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Medical Educators Advocate New Two-Year 
Schools to Increase Number of Doctors 


A RESOLUTION advocating new two-year medical schools 
as “the quickest, cheapest means of expanding medical 
school enrollment” was adopted by more than 500 
medical educators at the 68th annual meeting of the 
Association of American Medical Colleges held recently 
in Atlantic City, N. J. 

This action followed on the heels of a statement from 
last year’s session in which the association said the 
country should boost its output of physicians by in- 
creasing the number of its medical schools. 

As things stand now, after making allowance for 
the four new schools in development, it appears that 
between 1957 and 1964 the annual number of medical 
graduates will increase by approximately 450 to 7,400. 

However, the association feels that exploration of 
means beyond additional four-year schools for further 
increases after 1964 is necessary. 

Dr. John B. Youmans, dean of the Vanderbilt Uni- 
versity School of Medicine in Nashville, outgoing 
president, said many of the proposed two-year schools 
eventually would evolve into first-rate four-year schools. 

A recent survey revealed that due to drop-outs and 
failures during the freshman and sophomore years, plus 
the fact that some schools can accommodate more 
clinical than preclinical students, the junior classes of 
this country’s four-year schools have facilities for 
between 300 and 400 additional students. 

If this number of students were progressing from 
new two-year medical programs fully integrated with 
both the undergraduate college program and the exist- 
ing four-year schools, the association feels that the 
annual number of medical graduates would be increased 
significantly. 

At the close of World War II, there were eight 
schools in this country offering the first two years of 
the four-year medical course. Graduates of these schools 
were easily absorbed into 
the third-year classes of the 
four-year schools. At the 
present time all but three 
of these two-year schools 
have changed or are chang- 
ing to four-year programs. 

Also at this meeting, the 
association’s Committee on 
Licensure Problems ex- 
pressed hope that it might 
be possible to develop 
greater licensing uniformi- 
ty between the state boards. of American Medical Col- 

Dr. Lowell T. Cogge- _leges 


Lowell Coggeshall, M.D. 
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NEW CAMP VICTORIA COLLAR 


is adjustable for both positions of extension and flexion 


When the patient needs neck support for 
cervical syndrome, subluxations, arthritis, 
cervical radiculitis ... when  convales- 
cence after casts in fractures or dislocations 
is indicated, this new, universal Thomas 
Collar offers the most effective, comfort- 
able support. The “open throat” area as- 
sures comfort during hot and cold seasons 

it is light, yet the simple, rigid con- 
struction gives greater patient support 
than other Thomas Collars. It has the dou- 


ble advantage of (1) being adjustable for 
positions of extension and flexion (2) hav- 
ing a wide range of adjustability for vari- 
ous neck heights. Easy to put on, adjust 
and shape to fit. The bottom ring is sup- 
ported by the patient's shoulder girdles 
and the adjusting turnbuckles regulate the 
height of the ring . . . thus the desired 
height and immobility is attained. Avail- 
able in small, medium and large sizes. 


S. H. CAMP and COMPANY 
Jackson, Michigan 
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hall, dean of the University of Chicago School of Medi- 
ine, took office as president of the association, suc- 
eeding Dr. Youmans. Dr. Gordon H. Scott, dean of 
jayne University’s College of Medicine in Detroit, 
was chosen president-elect. 


More Departments of General Practice 
In Canadian Hospitals Being Reported 


THE GROWTH OF DEPARTMENTS of general practice in 
Canadian hospitals has progressed strongly the past 
year, according to a report from the Committee on 
Hospitals of the College of General Practice of Canada. 

Although not all chapters in the Dominion have sup- 
plied information concerning their progress, the col- 
lege’s second annual report told of a marked increase 
in the establishment of general practice departments. 

At the time of the report, the provinces of New- 
foundland and Prince Edward Island had not replied. 

The condition varies with local conditions. In the 
past decade the general practitioner has practically 
been swept out of the larger general and teaching 

hospitals in eastern Canada. While in most of western 
Canada, the general practitioner generally has full 
privileges, though often he is not on the active staff. 

However, a start has been made in two large hospitals 
in Halifax, Nova Scotia. The report noted that news- 
paper publicity has stimulated the receptiveness of the 
hospitals there in accepting the plans of the general 
practitioner for a department. 

In New Brunswick, two large hospitals are cooperat- 
ing with general practitioners in planning the estab- 
lishment of departments of general practice. However, 
three large hospitals there have definitely no thought 
at present of having a department of general practice, 
the report stated. 

In Ontario, there are a number of hospitals with 
departments of general practice and some now have had 
considerable experience in the project. New depart- 
ments are being organized and put into action in To- 
ronto (headquarters for the College of General Practice 
of Canada), Hamilton and London. 

Four hospitals in Greater Winnipeg, Manitoba have 
or are organizing departments of general practice. 
These are mainly administrative. There general prac- 
titioners may, by application, be appointed to the 
courtesy staffs of all the hospitals, and admit and 
attend patients within the limits of their abilities in all 
departments of service. 

Saskatchewan has city hospitals with departments of 
general practice in Regina, Saskatoon and Prince 
Albert. The report shows that generally, the privileges 
extended to the general practitioner are the same as in 
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Manitoba with the exception of the University Hospital 
in Saskatoon where the general practitioner may admit 
to only one service. 

Alberta has a number of hospitals with departments 
of general practice and the privileges are the same as 
in Manitoba. 

British Columbia also has several hospitals setting up 
departments of general practice and privileges are 
generally allowed in all hospital departments. 


Despite Surplus Physicians, Medicine 
Is Most Popular Field in West Germany 


DesPITE THE FACT that private practitioners’ fees are 
low and they have a huge patient load, medicine is the 

most popular field in West Germany’s universities, | 
according to a syndicated news service’s recent report. 

Adding to what now seems to be almost a surplus of | 
physicians, are the many professional men who have 
fled from Communist East Germany. 

West Germany is faced with what to do with a health 
insurance system that, while enrolling most West 
Germans as members, manages to have almost a “‘sur- 
plus” of physicians, says the report. 

North American Newspaper Alliance says that four 
of five West Germans are insured under public health 
insurance—23,800 directly and 14,200,000 indirectly 
as family members. An additional 10,200,000 are en- 
rolled in private health insurance of a total population 
of about 50 million. 

Physicians are not directly employed by the health 
insurance apparatus. Instead, private practitioners are 
paid a fixed fee for each health insurance patient which 
he sees. The fees are low, so nearly every private phy- 
sician takes on a huge practice. 


New Nationwide Survey on Medical Costs 
And Health Insurance Planned by HIF-NORC 


ANOTHER NATIONWIDE SURVEY of medical costs and 
voluntary health insurance coverage will be conducted 
by Health Information Foundation and National Opin- 
ion Research Center of the University of Chicago. The 
new study will be a resurvey of the HIF-NORC study 
of 1953 which provided basic health insurance data. 

This year’s survey is expected to show the great 
improvement in voluntary health insurance coverage 
since 1953, according to Mr. George Bugbee, president 
of the foundation. 

“Since 1953, enrollment in voluntary health insur- 
ance has increased from 58 per cent of the American 
population to more than 70 per cent,” Mr. Bugbee 
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...why do you 
call my baby’s - 


formula flexible? 


In contrast to proprietary formulas, 
which can only be made weaker or 
stronger, the evaporated milk for- 
mula is flexible because it can be: 
- adjusted in dilution and carbohy- 
drate content to meet neonatal 
needs without renal overload. 

- gradually increased in concentra- 
tion and the carbohydrate specified 
by the physician as the baby grows. 
- adjusted in concentration, nu- 
tritional balance, or both, in any 
period of stress, such as illness. 


- decreased in carbohydrate in di- 
rect ratio with the infant’s increas- 
ing ability to assimilate solid foods. 


- used in place of fresh milk at nor- 
mal milk dilution during weaning 


from bottle to cup. 
(arnation 


“FROM CONTENTED COWS” 


Optimum prescription- | 
quality in today’s trend to 
the individualized formula. 
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ints out. “The foundation believes that its 1953 

study, which documented the strength and weaknesses 

of voluntary health insurance for the first time on a 

nationwide basis assisted in stimulating this tremendous 
th.” 

A grant of $167,000 has been approved for the new 
study by the foundation’s executive committee, which 
acts on behalf of the more than 200 companies in the 
drug, pharmaceutical, chemical and allied industries 
who sponsor the foundation. 

A detailed report of the foundation’s earlier survey 
was published by the McGraw-Hill Book Company in 
1956 as “Family Medical Costs and Voluntary Health 
Insurance: A Nationwide Survey.” It was compiled and 
written by Odin W. Anderson, Ph.D., foundation re- 
search director, and Jacob J. Feldman of the National 
Opinion Research Center staff. 


Dean Tells Advantages of Year-Round 
Study Term at Columbia Medical School 


THE YEAR-ROUND TERM of study which was initiated sev- 
eral years ago at Columbia University’s College of 
Physicians and Surgeons has many merits over the old 
“semester system,” believes the college’s dean, Dr. 
Willard C. Rappleye. 

Foremost among the advantages are that it gives 
students five academic years in four calendar years, 
has permitted a more intensive and complete study 
of many problems of medicine and provides longer stu- 
dent contacts with clinic patients and their problems. 

Dean Rappleye says the whole-year schedule in the 
clinical part of the third and fourth year medical 
curriculum has become “more than fruitful,” and makes 
it possible to integrate fully the teaching schedules with 
the operation of the hospitals and clinics at Columbia- 
Presbyterian Medical Center and the other hospitals in 
New York City and state with which Columbia is 
affiliated. 

Under the year-round system, the student remains in 
constant attendance from the beginning of his second 
year until graduation, except for one month’s vacation 
each year. 


New York County Medical Society Prexy Urges 
Mutual Problem Talks with Labor Unions 


A GENERAL INVITATION to work out mutual problems was 
issued recently to labor unions by the president of the 
Medical Society of the County of New York. 

The philosophy behind the invitation which was 
extended by the society president, Dr. Philip D. Allen, 


GP January 1958 


is that “whether we like it or not, it is a well-established 
fact that in large metropolitan areas, labor unions are 
playing a big role in the dispensing of health services.” 

Medical groups have been highly critical of labor 
union activities in promoting health services for their 
members through union-operated clinics. The feeling 
has been that unions seek out groups of physicians who 
are willing to sell their services at wholesale rates. 

Dr. Allen said the fact that New York has one phy- 
sician for every 417 persons while the national average 
is almost 800 persons for each physician, makes it easy 
for unions to hire panels of physicians, many of whom 
perform their services at “minimum fees.” 

While Dr. Allen insisted the medical society should 
not place itself in the untenable position of opposing 
individual agreements between physicians and unions, 
he warned the unions that in medicine, ‘as in other 
phases of our daily life, one gets what he pays for.” 

He expressed the belief that there could be an 
equitable agreement between doctors and unions. His 
invitation to labor unions promised that while he was 
president, the county society will meet them halfway 
in exploring plans for the care of their members, on a 
free-choice-of-physician basis. 


“I'd like to see Dr. Z. Smith 
Pm not very sick!” 
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protection 

from asthma 

for hours 

with 1 

convenient tablet— 


Nephenalin 


Nephenalin® Nephenalin® 
(for adults) Each tablet contains: PEepIATRIC 


Aludrine 
10 mg. (Isoproterenol HCI; in coating) 5 mg. 


130 mg. (2 gr.) Theophylline 100 mg. (1% gr.) 

24 mg. (3% gr.) Ephedrine sulfate 12 mg. ( 3% gr.) 

8 mg. (% gr.) Phenobarbital 8 mg. ( 1% gr.) 
Dose: Keep under tongue 5 minutes for rapid asthma relief; then swallow. 
Not more than 1 tablet in 4 hours, or 5 tablets per day. Bottles of 20 and 100. 


Sher. Leeming Come New York 17, N.Y. 
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Medical News in Small Doses: 


AcapeMy MemBer A. Leslie Vasconcellos, a former 
Hawaii chapter officer, has been named ‘Medical 
Father of the Year” by the Honolulu Chamber of Com- 
merce. Dr. Vasconcellos has five children. . . . An award 
presentation honoring Dr. James W. Ramey was made 
recently at the Bluefield Sanitarium in West Virginia 
with the beginning of his general practice residency 
made possible through the Academy’s Mead Johnson 
Award program. Dr. Ramey’s residency was delayed 
until he had completed a tour of active duty in the U.S. 
Air Force. Following the residency, he intends to enter 
general practice in central or eastern Kentucky. The 
certificate of award was presented by Dr. Carl B. Fall of 
Charleston, a member of the West Virginia chapter. 
... Thirty-ninth annual report of the Commonwealth 
Fund shows that 54 grants totaling $3,808,912 were 
made during the year. Ninety per cent of them were in 
the general area of health. The Commonwealth Fund 
was established in 1910 by the late Mrs. Stephen V. 
Harkness “to do something for the welfare of man- 
kind.” ... GP’s Medical Editor Hugh H. Hussey 
appeared on two panels during the 26th annual scien- 
tific assembly of the Medical Society of the District 
of Columbia. The panels covered differential diagnosis 
of fever and a “Quiz the Experts on the Doctor’s 
Office”. ... Two Academy members from Virginia 
figured prominently in the activities of the 110th 


meeting of The Medical Society of Virginia which was . 


held in Washington, D. C. Dr. James D. Hagood of 
Clover presided as president of the group and Dr. 
Ira L. Hancock of Creeds served as presiding officer 
at one of the sessions. .. . Nationwide tribute to the 
progress of American medical schools will be given 
April 20-26 during the third annual Medical Educa- 
tion Week. .. . In a 12-month period ending last July 
UMW Welfare and Retirement Fund spent $59.5 mil- 
lion for hospital-medical care. ... National Health 
Council announces establishment of a special fund to 
honor the late Dr. Alan Greg, former vice president of 
Rockefeller Foundation and adviser to National Health 
Council. Contributions will be used to support the 
council’s health careers program designed to help meet 
the acute shortage of qualified health personnel in the 
U.S.... February 15 is the deadline for institutions 
submitting applications for the 1959-60 American Can- 
cer Society clinical fellowships. Institutions accredited 
by the Council on Medical Education and Hospitals of 
American Medical Association may submit applications 
or individual candidates may apply directly to an insti- 
tution or to American Cancer Society. Institutions will 
be notified of the awards in June. 
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Committee on Constitution and By-Laws Meets —Jn preparation for 
the Assembly in March, the Academy’s Committee on Constitution 
and By-Laws, headed by Dr. John A. Brown, Lincoln, Neb., met in 
November at Headquarters in Kansas City. Shown clockwise around 
the conference table are Dr. Harold A. Tarrant, Wilmington, Del.; 
Dr. John E. Foster, Foley, Ala.; Dr. Charles A. Preuss, Santa Barbara, 
Calif.; Dr. A. 1. Doktorsky, Chicago, Ill.; Dr. M. B. Glismann, Okla- 
homa City, Okla.; Mr. Roger Tusken and Miss Helen Cobb of the 
Headquarters office; and Chairman Brown. 


Membership Commission in Session—ZJn the absence of Chairman 
D. W. McKinlay, the November meeting of the Commission on Mem- 
bership and Credentials in Kansas City was presided over by the 
vice chairman, Dr. Norman R. Booher of Indianapolis. Shown clock- 
wise around the table are Dr. Charles E. Wilbanks, Tulsa, Okla.; 
Dr. Joseph W. Telford, San Diego, Calif.; Dr. Lovis Bush, Baldwin, 
N. Y.; Dr. C. J. Klaaren, Moscow, Ida.; Mr. Roger Tusken of the 
Headquarters staff, Dr. Francis P. Rhoades, Detroit, Mich., 
President Malcom E. Phelps; Vice Chairman Booher, Drs. Kenneth 
Glover, Mt. Vernon, Mo.; Arthur P. Reding, Marion, S. D. and Boyd 
H. Payne, Staunton, Va.; Miss Barbara Epperson and Mr. William 
McVay of the Headquarters staff. 


MUSE Committee in Kansas City—Academy President-elect Holland 
T. Jackson of Ft. Worth, Tex., who is chairman of the Academy's 
Committee on Minimum Uniform Standards for Education in 
General Practice, called a meeting of the MUSE committee in 
November at Kansas City. Shown clockwise in the conference room 
are Dr. William Shaw, Fayette, Mo.; Dr. Jesse Rising, Kansas City, 
Kan.; Mr. Chorles Nyberg of the Headquarters staff; Dr. Louis Rittel- 
meyer, Jackson, Miss.; President Malcom Phelps; Mrs. Annette Bran- 
ham and Miss Helen Cobb of the Headquarters staff; Past President 
J. S. DeTar, Milan, Mich.; Chairman Jackson, Dr. Charles E. Cooper, 
St. Paul, Minn. and Dr. Mary Elizabeth Johnston, Tazewell, Va. 
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anti-inflammatory.... bactericidal 


CORTISPORIN 


For infected, or potentially infected, inflammatory 
conditions of the eye (anterior segment), ear and skin 


ill 

VIRTUALLY NON-SENSITIZING 

ec 

GORTISPORIN’ OINTMENT 
Each Gm. contains: ‘Aerosporin’® Sulfate Polymyxin B Sulfate 5,000 Units; C 
Bacitracin 400 Units; Neomycin Sulfate 5 mg.; al 
Hydrocortisone (free alcohol) 10 mg. (1%). \ 
Available in applicator tip tubes of % oz. and ¥% oz. 
F 

CORTISPORIN’ OTIC DROPS 
Each ce. contains: ‘Aerosporin’™® Sulfate Polymyxin B Sulfate 10,000 Units; 


Neomycin Sulfate 5 mg.; Hydrocortisone (free alcohol) 10 mg. (1%). 
Available in sterile dropper bottles of 5 cc. 


ra BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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ASSEMBLY NEWS 


Panel Day on Wednesday to Cover X-Ray, EKG, Obstetrics and Urology 


Wepnespay, Marcu 26, could unquestionably be la- 


beled “‘Panel Day” in the Academy’s 1958 Scientific . 


Assembly program. On the strength of strong prefer- 
ences by members for increased use of the group dis- 
cussion technique in Assembly programing, the entire 
four and a half hours of lecture time on the third day 
of the Dallas meeting will be devoted to four panel 
presentations. Each will make a searching study into a 
basic medical subject. 


X-Ray Interpretation 


The first theme to be accorded this treatment has 
been titled a “Diagnostic Clinic on X-Ray Interpreta- 
tion.” X-ray has become so routine a diagnostic tool, 
there has been an inclination to understress its im- 
portance in the detection of disease in its earliest stages. 
Differentiation of a small lesion from a normal variation 
isan area in which serious errors occur, despite train- 
ing and experience. 

The second diagnostic function of x-ray is that of 
identification. This role commonly receives the greater 
emphasis, although it is actually of lesser importance 
because of the availability of other more effective pro- 
cedures. The panel proposes to discuss cases that 
illustrate the possibilities, limitations and difficulties 
in the use of x-ray examination, both for the detection 
of an abnormality and the identification of its nature. 
Particular attention will be given to the x-ray manifesta- 
tions of the more important chest diseases and the 
pathologies of the gastrointestinal tract—stressing the 
correlation of x-ray findings with the clinical picture. 

Moderating this lead-off panel will be Dr. Leo G. 
Rigler, visiting professor of radiology at University of 
California (Los Angeles) and associate editor of Radi- 
ology. Formerly chief of radiology at the University of 
Minnesota, his alma mater, Dr. Rigler’s training in- 
cludes extensive graduate work at the Universities of 
Stockholm and Vienna. He is consultant to the Armed 
Forces Institute of Pathology and a member of the 
National Advisory Cancer Council. His publications 
include ‘The Chest,” in eight editions, and ‘Outline 
of Roentgen Diagnosis,” as well as numerous articles 
on the latter subject in professional periodicals. 

Considerations of chest x-ray will be made by Dr. 
Sol Katz, long-time associate editor of GP, adjunct 
clinical professor of medicine at both Georgetown and 
George Washington universities and chief medical 
officer in diseases of the chest at District of Columbia 
General Hospital. Many readers will remember Dr. 
Katz as moderator of a significant symposium on tuber- 
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Panel on X-ray Interpretation—Dr. Leo G. Rigler (/eft) will moderate 
the discussion on x-ray interpretation between Dr. Sol Katz (center) 
and Or. Julian M. Ruffin. 


culosis at the 1954 Assembly in Cleveland. All are 
undoubtedly familiar with his x-ray interpretations 
that appear as a regular feature in GP. 

Discussion of the various important gastrointestinal 
diseases will be handled by Dr. Julian M. Ruffin, pro- 
fessor of medicine at Duke University. Dr. Ruffin 
served as consultant in nutrition to the Secretary of 
War from 1942 to 1945, and has since been area con- 
sultant in internal medicine and gastroenterology to 
the Veterans Administration. He has been director of 
the Medical Outpatient Clinic at Duke for the past 27 
years. His society affiliations include, among many, the 
American Gastroenterological Association, of which he 
is past president; the American Clinical and Clima- 
tological Association and the American Society of 
Clinical Investigation. He is on the board of Gastro- 
enterology. 


EKG Limitations 


Panel Number Two is similarly diagnostic in its ob- 
jectives, but in this case attention is centered on 


Trio of Authorities on EKG—Dr. Willis Hurst (center) will serve as 
moderator for the panel covering the limitations of the EKG. 
Dr. E. Grey Dimond (/eft) and Dr. R. Bruce Logue will be participants. 
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Limitations of the EKG.” The panel proposes to 
investigate some of the mistakes that can result from 
complete dependence on the electrocardiogram in de- 
termining the presence (or absence) of cardiac disease. 
For example, how often will a normal EKG be found in 
a patient with myocardial infarction ? Conversely, how 
often is the electrocardiogram suggestive of such in- 
farction in a patient who has not had an infarction? 
Similar questions arise about both left and right ven- 
tricular hypertrophy. It will be pointed out that the 
EKG is an indispensable laboratory tool—which must 
be interpreted in the light of clinical data. The con- 
clusion: That the doctor who knows all about his pa- 
tient is in the best position to determine the signifi- 
cance of that patient’s electrocardiogram. 

Moderator of this subject will be Dr. J. Willis Hurst, 
chairman of the Department of Medicine at Emory 
University and chief of medical service at Grady 
Memorial Hospital. A former cardiac fellow with Dr. 
Paul Dudley White at Massachusetts General Hospital, 
Dr. Hurst was chief of cardiology at the U.S. Naval 
Hospital at Bethesda in 1954-55, being discharged with 
the rank of commander. This represented an unusual 
switch in service affiliation, as he had earlier served 
two years as a captain in the Army Medical Corps, at 
Fitzsimons General Hospital, Denver. His association 
with Emory began in 1950, but was interrupted by his 
tour of naval duty. 

Dr. Hurst’s panel is made up of two equally able 
authorities. The first is Dr. E. Grey Dimond, chairman 
of the Department of Medicine at Kansas University 
Medical Center. 

Following graduation from Indiana University, Dr. 
Dimond spent three years in the Army as chief of the 
cardiovascular laboratory of the 49th General Hospital 
in Tokyo. Immediately thereafter he also served a 
fellowship with Dr. Paul White and has been director 
of the Kansas University Cardiovascular Laboratory 
since 1950. He advanced to his present university post 
in 1952. In 1956 he was Fulbright Lecturer to The 
Netherlands. 

The other member of the “EKG Team” is Dr. R. 
Bruce Logue—also affiliated with Emory University, 
where he is associate professor of medicine as well as 
cardiologist at the university hospital. Dr. Logue is a 
director of the American Heart Association and has 
served as president of both the Georgia Heart Associa- 
tion and the American Federation for Clinical Research. 
He is also a member of the American Clinical and 
Climatological Association. He has made more than 40 
contributions to the cardiovascular literature; is co- 
editor and editor, respectively, of the sections on car- 
diovascular disease in Meakin’s Textbook and the Annual 
Renew of Medicine. 
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The Art of Obstetrics 


Following the Wednesday noon recess, attention will 
turn from diagnosis to therapy, the first subject under 
consideration being: ‘Manipulative and Operative 
Obstetrics.” Individual opinions of the ground this 
panel should cover, submitted by the respective par- 
ticipants, reveal an understandable diversity but also a 
frequent commonness of thinking. It bids to be a 
fascinating, comprehensive review, for which 90 min- 
utes will be all too brief. Here are a few quotes—judge 
for yourself: ““The ART of obstetrics has fallen into 
the archives of forgotten medical lore” ; “The infinite 
variety of forceps, each with unique characteristics, 
warrant review”; ‘The young physician will profit by 
familiarity with past techniques—some can still serve 
to stem excessive abdominal deliveries”; ‘Induction 
of labor, pubiotomy, and third stage labor should be 
discussed” ; “Trial forceps and routine repeat Cesarean 
section deserve attention.” 

The guiding hand in this obstetrical potpourri will 
be Dr. Herbert E. Schmitz, chairman of the Department 
of Obstetrics and Gynecology at Stritch School of 
Medicine, Chicago, and professor of gynecology at 
Cook County Graduate School. He is also chief of staff 
at Lewis Memorial Maternity Hospital and director of 
the Mercy Hospital Institute of Radiation Therapy. 
Dr. Schmitz is a member of every gynecologic and 
obstetric society of consequence— including the French 
and German. He is past president of the American 
Association of Obstetricians and Gynecologists, and 
president-elect of the Central Association. He is a 
board member of the Institute of Medicine, the Ameri- 
can College of Surgeons and the American Cancer 
Society. 

Second in this group is Dr. Willard R. Cooke, pro- 
fessor of obstetrics and gynecology at the University of 
Texas for the past 23 years. That, incidentally, was his 
alma mater, both undergraduate and medical. He be- 
came an instructor there in 1913, after a year of intern- 
ship (no information on where that was spent, but odds 
are it was Texas U.) and has been there ever since. He 
has become quite famous in his two chosen fields— 
with a long string of active and honorary society mem- 
berships; a past-governorship of the American College 
of Surgeons, past presidencies of both the American 
Obstetrical and Gynecological Association and the 
American Gynecological Society. Dr. Cooke is author 
of the well-known Essentials of Gynecology, co-author of 

three other texts, and says he’s been too busy to keep 
count of his published papers—‘probably around a 
hundred.” 

The third of these obstetric giants is Dr. Robert A. 


Johnston of Houston, Tex. Dr. Johnston prefers to 
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list himself as “a practicing 
obstetrician and gynecolo- 
gist” —neglecting to add 
that he is also professor of 
obstetrics and gynecology 
at the Texas Postgraduate 
School and Clinical Pro- 
fessor of the same subjects 
at Baylor University Medi- 
cal School. Dr. Johnston 
graduated from Johns Hop- 
kins back in 1919 and spent 
a couple of more years 
there and at the Sloan Hos- 
pital for Women. But in 1921 he headed southwest, 
and the plains of Texas have claimed him ever since. 
His society connections pretty much duplicate the 
two men already reported—with the addition of the 
American Association of Obstetricians, Gynecologists 
and Abdominal Surgeons. 

The last man of this quartet is no oldster, having 
been born in 1921 and graduated from Western Reserve 
School of Medicine in 1946, but he has acquired en- 
viable stature in the past dozen years. In September, 
1955, at the age of 34, Dr. Jack A. Pritchard was made 
chairman of the Department of Obstetrics and Gyne- 
cology at Southwestern Medical School of the Univer- 
sity of Texas. At the same time he became chief of ob- 
gyn at Parkland Memorial Hospital in Dallas. Already 
he can boast of an impressive list of societies (including 
the American College of Obstetricians and Gynecol- 
ogists, the Central Society for Clinical Research, and 
the Society for Gynecologic Research) and two dozen 
contributions to the literature. Those in the know in 
Texas medicine assure us that here is a comparative 
youth who talks with the knowledge of a graybeard. 


Pritchard. 


Urologic Problems 


The fourth and final Wednesday panel turns to “Uro- 
logic Problems in General Practice” —a subject that has 
not received as much attention in previous Assembly 
programs as its importance justifies. 

Members of the panel had not yet worked out the full 
details of their discussion, when this report was handed 
to the printer in mid-November. However, we are ad- 
vised that particular attention will be given to pros- 
latism, genito-urinary infections and hematuria. There 
will also be some of the time reserved for questions 
from the audience. 

The man behind the steering wheel in this discussion 
will be Dr. Lloyd G. Lewis, professor of clinical urology 
at Georgetown University. A graduate of Johns Hop- 
kins, Dr. Lewis continued there as professor of urology 
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Panel on Manipulative and Operative Obstetrics—Dr. Herbert E. Schmitz (far right) will moderate 
this 90-minute discussion among Drs. Robert A. Johnston (left to right), W. R. Cooke and Jack A. 


until he entered the army in 1942. After four years as 
chief of the urologic service at Walter Reed General 
Hospital, Col. Lewis became once more Dr. Lewis at 
Georgetown. He is still a consultant in urology at 
Walter Reed, as well as Bowling Field Air Force Hos- 
pital and the National Institutes of Health. Because he 
is chairman of the Visual Aids Committee of the Amer- 
ican Urological Association, the audience may look 
forward to a well-illustrated presentation. Dr. Lewis 
has made extensive contributions to the urologic litera- 
ture, particularly in the areas of micturition, bladder 
dysfunction and cryptorchism. 

One of the panel members will be Dr. Daniel R. 
Higbee, emeritus clinical professor and head of the 
Department of Urology at the University of Colorado 
Medical Center. A graduate of Harvard Medical School 
in 1923, Dr. Higbee spent several years in surgical 
work at Peter Bent Brigham Hospital, Boston, before 
returning to Colorado. He is a past president of the 
South Central Section of the American Urological As- 
sociation, governor of the American College of Sur- 
geons and a member of the American Association of 
Genito-Urinary Surgeons. Hematuria will receive his 
particular attention during the panel discussions, with 
“a review of the systemic and urological causes as 


manifested in adult life and childhood.” 


To Discuss Urologic Problems in General Practice—Dr. Lloyd G. Lewis 
(far right) will moderate the panel on urologic problems. Panelists 
will be Dr. Daniel R. Higbee (far left) and Dr.jHarry M. Spence. 
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The final star in this day’s galaxy is Dr. Harry M. 
Spence, professor and chairman of the Division of 
Urology at the University of Texas Southwestern Medi- 
cal School, Dallas. Dr. Spence is also head of the 
Urology Department at Dallas Medical and Surgical 
Clinic, chief of urology at Parkland Memorial Hospital, 
and attending urologist at Baylor Hospital. His military 
record covers nearly four years of active duty in the 
South Pacific during World War II, as a commander in 
the Navy. 

Like his fellow panelists, he has made extensive 
contributions to the literature—some 40 papers. He 
confesses to being an “outdoor” man and we suspect 
the last-minute arrival of his photo can be blamed on 
seasonal activity of his trigger finger in the wilds of 
Arizona. Dr. Spence hints that his contribution to the 
discussion may include “‘a plan of mutual participation 
(by general practitioner and urologist) in the manage- 
ment of the patient with urological symptoms.” 


Anniversary Film, Honor for Past Presidents, 
Texas Parties Set for Dallas Assembly 


As BEFITTING a meeting commemorating a decade of 
Academy achievements, the Tenth Annual Scientific 
Assembly March 24-27 in Dallas will offer many new 
and special extracurricular events. 

Academy officials, officers of Dallas Southern Clinical 
Society and members of the Local Arrangements Com- 
mittee joined members of the headquarters staff re- 
cently in Dallas to make final preparations for these 
events, 

In keeping with the anniversary theme, a tenth 
anniversary historical film, prepared by Wyeth Lab- 
oratories, will be shown at 3 p.m. Monday during the 
scientific program in Dallas Memorial Auditorium. The 
20-minute film titled “Building for Tomorrow” will 
cover the advances which the Academy has made in its 
first ten years. 

A past presidents’ testimonial ceremony which will 
involve the presentation of medals to all past presidents 
of the Academy will be held during the Delegates’ 
Dinner on Tuesday evening, March 25. President-elect 
Holland T. Jackson will make the presentations. 

The Delegates’ Dinner this year will also have DSCS 
officers and their wives, guest speakers and wives and 
past presidents and their wives as special guests in 
addition to Academy delegates, directors and officers 
and their wives. 

Another group to be honored at this Assembly will 
be members of the Century Club. The Century Club, 
founded at the Atlantic City Assembly in 1952, is com- 
prised of persons who have contributed $100 to the 
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Final Planning Session—Academy officials, officers of Dallas 
Southern Clinical Society and members of the Local Arrangements 
Committee joined staff members in Dallas for the wrap-up of 
Assembly plans. Shown clockwise around the conference table are 
Mr. Millard Heath, Dallas County Medical executive secretary; Miss 
Cleo Norris and Mr. William McVay from the headquarters office; 
Dr. Walter Patton, Dallas; Dr. John Bender, Winston-Salem, N. C.; 
Dr. Walter Sackett, Jr., Miami, Fla.; Executive Secretary Mac F. Cahal, 
Miss Helen Cobb, Mr. Greer Hermetet and Miss Kay Alexander, a// 
from Headquarters; Mrs. Warren Shoecraft and Mrs. George Launey, 
Dallas; Mr. Charles Nyberg from Headquarters; Dr. Benjamin 
Barzune, Dr. Guy Denton, Jr. of Dallas and Dr. T. Haynes Harvill, 
Director of Clinics for DSCS. Standing are Vice President Fred 
Simonton, Dr. Elmer Ridgeway, chairman of the Committee on 
Scientific Assembly; Dr. Charles Bussey, DSCS president; President 
Malcom Phelps, Board Chairman Fount Richardson and Dr. George 
V. Launey, chairman of the Local Arrangements Committee. 
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Dallas’ Statler Hilton—This distinctive new 1001-room Statler 
Hilton, located in the heart of Dallas’ shopping and theatre district 
and within walking distance of Dallas Memorial Auditorium, will 
be the headquarters hotel. 
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Building Fund of the new headquarters building. 
A complimentary luncheon is being given by the 
Academy for these people at 12:15 p.m. Tuesday, March 
95, in the Statler Hilton. Any person who has con- 
tributed $100 prior to the luncheon will be invited. 

The Texans are living up to their reputation of doing 
everything in a spectacular way. On Monday night, 
March 24, which is designated Chapter Functions 
Night, the Texas Party will be held in the Grand Ball- 
room of the Statler Hilton. All doctors and their wives 
are invited to this oyster and beer reception. 

The following evening, persons who will not be 
attending the Delegates’ Dinner will be invited to hear 
the Dallas Symphony at Memorial Auditorium. The 
Texas chapter will sponsor the concert with Dallas 
Southern Clinical Society and Merck Sharp & Dohme 
of Philadelphia. 

Permission has been granted for special dispensa- 
tion for Catholics during this Lenten week and during 
the succeeding post-Assembly Invitational Congress 
and trip. 

Persons in charge of each phase of the Assembly 
made a report at the Dallas planning session. In addi- 
tion to President Malcom Phelps, the following mem- 
bers of the Academy’s Executive Committee— Board 
Chairman Fount Richardson, Vice President Fred 
Simonton and Treasurer Albert Ritt—were in Dallas. 
Dallas Southern Clinical Society which is joining with 
the Academy in presenting this Assembly, was repre- 
sented by its president, Dr. Charles D. Bussey and 
Dr. T. Haynes Harvill, director of clinics. Mr. Millard 
Heath, executive secretary of Dallas County Medical 
Society, was also a guest. 

The following members of the Local Arrangements 
Committee, headed by Dr. George V. Launey, were 
present: Dr. Launey, Dr. Walter Patton, Scientific 
Exhibits; Dr. Benjamin Barzune, Housing; Dr. Guy 
Denton, Jr., vice chairman on Hospitality, represent- 
ing Dr. J. O. S. Holt; Mrs. Warren Shoecraft, chair- 
man of Ladies’ Entertainment Committee and her vice 
chairman, Mrs. Launey. 

In addition to Dr. Elmer Ridgeway, chairman of the 
Committee on Scientific Assembly, other committee 
members present were: Dr. Herman Drill, Dr. Walter 
Sackett, Jr. and Dr. John R. Bender. 


Great Variety of Entertainment 
Planned for the Ladies in Dallas 


Wives, accompanying their doctor-husbands to Dallas 
in March, will long identify this tenth anniversary 
event with the hospitality of the ladies of Texas. 

The Ladies’ Entertainment Committee, headed by 
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Magnifique!—This trio of French lovelies recently invaded the 
Southwest's fashion capital with a magnificent showing of Parisian 
gowns. Another exclusive showing by Neiman-Marcus, this one 
featuring fashions by American couturiers, will be presented during 
the Assembly. 


Mrs. Warren Shoecraft of Dallas, has planned some- 
thing for each day. Beginning on Saturday, March 22, 
through Thursday, March 27, there will be a Ladies’ 
Hospitality Lounge at the Statler Hilton. All women 
are invited to utilize this facility during their Dallas 
stay. Ladies’ registration will begin at 9 a.m. March 22 
on the Statler Hilton’s mezzanine. 

A pre-Assembly activity has been planned, too. ‘The 
Garden City Flower Show, a Dallas specialty and a 
treat for persons coming from wintry climates, is 
scheduled as a Sunday afternoon event. This unusual 
feature has been added for the entertainment of wives 
of officers, delegates and other members who come to 
Dallas early. Unfortunately the show closes on Sunday, 
so ladies arriving after that day will not be able to attend. 

The garden show will be from 2:30 to 5:30 P.M. in 
the General Exhibits Building at Fair Park. Tickets 
may be purchased at the ladies’ registration area Satur- 
day afternoon and Sunday morning. Chartered busses 
will take the ladies to the show. 

The following day, the women are given a special 
invitation to attend the opening session of the scientific 
program on Monday afternoon. The opener covers two 
problem groups—teenagers and the oldsters—both of 
particular interest to the women. 

Tuesday has been reserved for the annual luncheon- 
fashion show. This one will feature the pride of Dallas 
—Neiman-Marcus. Dallas, through Neiman-Marcus, is 
noted as one of the nation’s leading fashion centers. 
Just recently, Neiman-Marcus made national headlines 
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with its Parisian showing (see cut). Whether the ladies 
hope to expand their wardrobes or not, this particular 
Neiman-Marcus showing will be something the ladies 
will be talking about for years. 

While the luncheon-fashion show is being held in 
the Grand Ballroom of the Statler Hilton, a children’s 
luncheon with special entertainment will be under way 
in the Statler Hilton’s Embassy West. Details on the 
luncheon and entertainment will be announced later. 

The finale for the ladies’ schedule will be a book re- 
view and tea to be held at 2 p.m. Wednesday in the 
Embassy Ballroom, Statler Hilton. 

Of course, the highlight of the entire Assembly will 
be the President’s Reception beginning at 9 P.M. 
Wednesday evening in the Statler Hilton’s Grand 
Ballroom. All physicians and their wives are invited 
to the reception honoring Retiring President Malcom 


Phelps and Mrs. Phelps. 


Official Call for the Annual Meeting 


NOTICE IS HEREBY GIVEN of the Tenth Annual Scientific 
Assembly of the American Academy of General Prac- 
tice to be held in the City of Dallas, Texas, March 24 
to 27, 1958, at Memorial Auditorium. 

Pursuant to Article V of the Constitution of the 
American Academy of General Practice, the regular 
annual meeting of its Congress of Delegates will be 
held at 2:00 p.m. on March 22, 1958, in the Grand 
Ballroom of the Statler Hilton Hotel in Dallas to re- 
ceive and act upon the reports of officers and com- 
mittees, to elect officers, and to transmit any and all 
other business that may be placed before the Congress 
of Delegates. 

All delegates are requested to present their creden- 
tials to the Committee on Credentials on the mezzanine 
of the Statler Hilton Hotel between the hours of 10:00 
4M. and 12:00 Noon, on Saturday, March 22. Dr. 
James D. Murphy, speaker of the Congress of Dele- 
gates, will announce the Committee on Credentials and 
the reference committees prior to the opening session 
of the Congress of Delegates. 

Members who arrive in Dallas early may register at 
Memorial Auditorium between the hours of 10:00 a.m. 
and 5:00 p.m. on Sunday, March 23. Registration will 
be resumed at Memorial Auditorium at 8:30 A.M. on 
Monday, March 24. 

Mac F, Canat, Executive Secretary 


( Proposed amendments to the Constitution and By-Laws 
will be published in the February issue of GP.) 
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CONTINUED FROM PAGE 35 


On the Calendar 


*Classified by the Commission on Education as acceptable for 
postgraduate study credits under Category 1. Members should 
report actual hours of attendance. Maximum hours listed when 
available. 


*Feb. 19. Summit County (Ohio) chapter and Summit County Medi- 
cal Society, Akron Venereal Disease Seminar, Genéral Hos- 
pital, Akron. (414 hrs.) 

*Feb. 19-20. University of Buffalo, course in arthritis, Buffalo, 
¥, 

*Feb. 20. Kansas Univerity and Kansas Medical Society, clinic 
on surgery of the biliary tract, Kansas City, Kan. 

*Feb. 23. Ohio chapter and Southwestern Ohio Society of General 
Physicians, symposium on selected medical and neurologic 
problems, Netherland Plaza Hotel, Cincinnati. (6 hrs.) 

*Feb. 24-25. Kansas University, symposium on the heart: the 
acute coronary occlusion, Kansas City, Kan. (12 hrs.) 

*Feb. 26-27. Kansas University, symposium on neurology and 
neurosurgery, Kansas City, Kan. (12 hrs.) 

*Feb. 28. University of Mississippi, course on recent advances in 
care of amputees, Jackson. (5 hrs.) 

*Mar. 3. New York University-Bellevue Medical Center, part-time 
course in gastroscopy and flexible tube esophagoscopy, 
three months duration, Mondays, Wednesdays, Fridays, 
New York City. 

Mar. 3-6. New Orleans Graduate Medical Assembly, 21st an- 
nual meeting, Roosevelt Hotel, New Orleans. 

*Mar. 3-7. University of Oklahoma, course in basic electro- 
cardiography, Oklahoma City. 

*Mar. 3-7. University of California, course for physicians in 
general practice, San Francisco. 

*Mar. 3-12. Broward (Florida) chapter, Mediclinics of Minnesota, 
Governor's Club Hotel, Ft. Lauderdale, Fla. (32 hrs.) 

*Mar. 5. Albert Einstein Medical Center, refresher course for 
general practitioners, 15 Wednesdays, Philadelphia. 

*Mar. 5—6. University of Buffalo, course in obstetrics, Buffalo, 

*Mar. 6-7. University of Oklahoma, ophthalmology-otolaryn- 
gology symposium, Oklahoma City. 

*Mar. 8. University of Oklahoma, obstetric-gynecologic sym- 
posium, Oklahoma City. 

*Mar. 9. Southwestern Ohio Society of General Physicians, course 
on E.N.T. problems and allergic respiratory disease, Univer- 
sity of Cincinnati. (6 hrs.) 

*Mar. 10-12. Kansas University, symposium on pediatrics, 
Kansas City, Kan. (18 hrs.) 

*Mar. 12. University of Nebraska, course in diseases of the 
skin, Omaha. 

*Mar. 12. University of Oklahoma, short course in pathogenesis 
and treatment of anemia, Oklahoma City. 

*Mar. 14-15. University of Oklahoma, symposium on pediatric 
surgery, radiology, pathology, Oklahoma City. 

*Mar. 17-18. Kansas University, symposium on cardiac auscul- 
tation, Kansas City, Kan. (12 hrs.) 

*Mar. 17-21. New York University-Bellevue Medical Center, full- 

time course on electrocardiography, New York City. 
*Mar. 18—Apr. 1. New York University Post-Graduate Medical 
School, course in orthopedic aspects of the treatment 
of rheumatic disorders, Tuesdays, New York City. 
*Mar. 20. Kansas University and Kansas Medical Society, clinic 
on surgery of the anus and rectum, Kansas City, Kan. 
Mar. 20-22. Chicago Heart Association, conference on the pul- 
monary circulation, Palmer House, Chicago. 
*Mar. 24-27. American Academy of General Practice, Tenth An- 
nual Scientific Assembly, Dallas Memorial Auditorium, 
Dallas, Tex. (15 hrs.) 
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DALLAS, 


Make Your 
Hotel Reservation 
Early! 


ALTHOUGH there is a large number of hotels in Dallas 
and a maximum of their rooms will be available for our 
Assembly, last year’s attendance in Saint Louis, Missouri, 
indicates all rooms will be assigned by February 1, 1958. 
Make Your Reservation . . . Now! But if you are unable to 
attend, cancel early so another member may have an op- 
portunity to attend. 


Map of Downtown Dallas 


O 


Jenth Annual Scientific Ass 


THE AMERICAN ACADEMY OF GENERAL PRiCTIPR 
TEXAS, 


(COMBINED WITH THE DALLAS SOUTHERN CLINICAL SOCiE- 


MARCH 24-27 


Room assignments will be made in order received. 


} Reservation requests should be sent to the AAGP Housing 
Bureau, 1101 Commerce Street, Dallas, Texas. 


> Only a few rooms available at the Hotel Statler Hilton in 


block of rooms is reserved for them. A special form will 
be sent delegates of record. 


> Be sure to list definite arrival and departure time; names of 
all occupants of room. 


> Academy Headquarters will be at the Dallas Memorial 
Auditorium. 


> Delegates’ registration at the hotel Saturday morning, March 
22. Advance registration for members at the hotel on Sat- 
urday afternoon, March 22, and Sunday, March 23; also at 
the Dallas Memorial Auditorium on Sunday, March 23. Start- 
ing Monday morning, March 24, all registration at Dalles 
Memorial Auditorium. 

> CANCEL EARLY if you cannot attend so another member 
may obtain a room. 


USE THIS CONVENIENT 


Showing Key Convention 
Locations 
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- addition to those set aside for delegates and speakers. 
= Delegates must make their own reservations although a . 
h 
al 
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1 
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Singles 
$ 5.00-14.00 $ 8.50-14.00 
5.00-11.00 _7.00-11.50 
CT *CLIFF TOWERS 4.00- 5.50 5.50 7.00- 8.00 15.00 
COTTON BOWL 3.50 9.00 
19 | CREST PARK 6.00-12.00 12.00-15.00 8.00-15.00 ..... 
ROOM RATES| *DALLAS 5.00- 8.00  6.00-10.00 8.001250 —18.00-24.00 
HIGHLANDER 9.00 12.00 
LAKEWOOD 450- 5.50  6.00- 7.00 7.00- 8.00 ......... 
LAWN 450-550 6.00- 7.00 7.00- 8.00... 
ot LENNOX 5.00 7.00 7.50 10.00-32.00 
plication LIDo 7.00-10.00 7.00- 9.00 —8.00-10.00 
LOMA ALTO 450-550  6.00- 7.00 7.00 10.00-12.50 
Housin g LYNN 5.00- 6.00 650-750  7.00- 8.00 _11.50-12.00 
*MAYFAIR 4.00- 5.00  5.00- 7.00 8.00 —7.50-12.00 
MELROSE 6.00-10.00  8.00-10.00 —-9,00-12.00 _16.00-26.00 
ning commodations MIRAMAR 4.50- 5.00 650-7.00 8.50 15.00 
OAKS MANOR 6.00-10.00 7.00- 9.00 —-8.00-10.00 —_18.00-20.00 
nin OUR CONVENIENCE in making hotel reservations for *xSOUTHLAND 4.50- 8.50 5.50- 8.50 7.50-15.00 16.50-17.50 
oming meeting of The Academy of General *STATLER HILTON 7.00-14.00  10.00-16.00 12.50-18.00 —25.00-75.00 
wilt jee on March 24-27, 1958, in Dallas, hotels and their Headquarters Hotel (Limited number of rooms available for general assignment.) 
an Use the form at the bottom of this page, STONELEIGH 8.00-11.00  16.00-28.00 
peer ctcond end third choice, Because TOWN HOUSE 7.00-10.00, 8.50-10.00 9.00- 9.50 25.00 
limited number of single rooms available, you will 
Mach better chance at *WHITE-PLAZA 5.00- 8.00  5.50-10.00 7.001200 —_10.00-27.00 
otel of your choice if you request rooms to be occupied on 1040-0060 
weh fy? more persons. Alll reservations must be cleared WYNNEWOOD 4.00- 6.00 5.50- 7.00 6.00- 7.00 —9.50-15.00 
Sat. gh the housing bureau. All requests for reservations : 
at give define date ond hour of arrival os well as definite PS 
“a approximate hour of departure. Names and addresses *Denotes downtown hotels. 
persons who will occupy rooms requested MUST be in- 
ber ALL RESERVATIONS MUST BE RECEIVED PRIOR TO MARCH 1, 1958 
i FOR P Housing Bureau 


1101 Commerce Street 


reserve the following accommodations for the A.A.G.P. Tenth Annual Scientific Assembly on March 24-27, 1958 in Dallas, Texas. 


Room Double Bedded Room Twin Bedded Room 
Ge Room Suite Other Type of Room Rate: From $. to $. 
t Choice Hotel Second Choice Hotel Third Choice Hotel 


g at Hotel (date). Hour AM. P.M. 
9 (date) Hour A.M, P.M. 


4) Individual Requesting Reservations) If the hotels of your choice are unable to accept 

your reservation the AAGP Housing Bureau will 

J ee... make as good a reservation as possible elsewhere 

YY — providing that all hotel rooms available have not 
eareesensee State already been taken. 
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© 
y Dallas, Texas 


‘nausea and vomiting 
| of pregnancy 


motion sickness + inner-ear disturbances 


pleasant-tasting Softab 
melts quickly in the mouth . 
no water needed 


attacks basic causes centrally — 
and peripherally” 


Each Sefteb contains : 

Ruelizine Hydrochloride. . 50 mg. 

Vitamin ... 10 mg, 
Scopolamine (Hyoscine) 

Atropine Sulfate’... . ..0,05 mg. 

Hyoscyamine Sulfate . . mg. 


PASADENA, CALIFORNIA 


4 
n ns 00 antiemetic 
nger acting—lowerin cost — 


MARCH 24-27, DALLAS, TEXAS 


SCIENTIFIC LECTURE PROGRAM 


TENTH ANNUAL SCIENTIFIC ASSEMBLY OF THE AMERICAN ACADEMY 


OF GENERAL PRACTICE 


Monday 
March 24 


Tuesday 
March 25 


Wednesday 
March 26 


Thursday 
March 27 


10:00-11 :00 a.m. 


9:00-9:30 A.M. REGISTRATION Surgery of the Diagnostic Trauma 
BEGINS 9:00 A.M. Biliary Tract Clinic on X-Ray Nicholas J. 
Manuel E. Interpretation Giannestras, M.D. 
OPENING Lichtenstein, M.D. Leo G. Rigler, M.v. MODERATOR 
OF SCIENTIFIC MODERATOR Harrison L. 
9:30-10:00 a.m. AND TECHNICAL The Indefinite Sol Katz, M.D. McLaughlin, M.v. 
EXHIBITS . Chest Fractures 
Pelvic Mass 
9:00 a.m. Julian M. Michael L. 
Conrad G. 
Collins. 42. Ruffin, M.v. Mason, M.D. 
‘ Abdomen Hand Injuries 
Frank H. 


Mayfield, 
Head and Neck Injuries 


RECESS FOR EXHIBITS 


Daniel Blain, M.v. 
3. Surgical Problems 
G. A. Hallenbeck, 


of Duodenal Ulcer 
Stewart G. Wolf, Jr., 
M.D. 

3. The Treatment of 
Common Skin 
Diseases 

Everett C. Fox, M.D. 


Willard R. Cooke, M.v. 
Robert A. Johnston, 


3:00-4:00 p.m. 


RECESS FOR EXHIBITS 


11:00-12:00 a.m. Pediatric Medicine Limitations Medical Hypnosis 
1. Antibiotics in of the EKG with Practical 
Pediatrics Willis Hurst, M.v. Demonstrations 
Erwin Neter, M.d. MODERATOR William T. Heron, 
2. Common Anemias E. Grey Dimond, M.v. MODERATOR 
of Infancy and Bruce Logue, M.D. Maurice E. 
Childhood Bryant, M.D. 
Anthony V. Milton H. 
OPENING OF PROGRAM 4.0. Erickson, 4.0. 
WELCOMING SPEECHES 
12:00-1 :30 p.m. 1:00 p.m. NOON RECESS LECTURE PROGRAM 
1:30-3:00 p.m. The Problem of New Developments Manipulative enbennaiens 
Aging in Medicine and Operative 
1. Medical Problems | 1. Coronary Obstetrics ; 
Edward H. Hashinger, Thrombosis Herbert E. 
M.D. Howard B. Sprague, Schmitz, M.D. 
2. Psychiatric and M.D. MODERATOR 
Adjustment 2. Newer Concepts Jack A. Pritchard, 
Problems in the Treatment M.D. 


4:00-4:30 p.m. 


4:30-5:00 p.m. 


The Emotional and 
Physical Problems 
of the Teen-Ager 
Andrew S. Tomb, M.v. 
MODERATOR 
John G. Young, M.D. 
( Pediatrician) 
George A. Constant, 
M.D. 
(Psychiatrist) 


The Family Doctor 

and His Problem 

Eye Cases 

Malcolm A. McCannel, 
M.D. 


Urologic 


The Dizzy Patient— 
Is it Labyrinthitis? 
Theo. Walsh, m.v. 


Problems in 

General Practice 

Lloyd G. Lewis, M.v. 
MODERATOR 

Harry M. Spence, 

Daniel R. Highee, M.v. 


EVENING 


STATE CHAPTER 
FUNCTIONS 


DELEGATES DINNER 


PRESIDENT’S 


RECEPTION 
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lowering b.p. comfortably *K 


Chart shows course of hypertensive 
patient over 31/2 years. Red area shows pressure before treat- 
ment—as high as 270/150. Black area shows response to Serpasil 
and Apresoline therapy. This favorable response to Serpasily 
Apresoline was achieved with a maximum of only 100 mg. Apresoline 
daily, a dose so low as to virtually eliminate side effects. 
(Chart adapted from Wilkins, R.W.: Ann. New York Acad. Sc. 59: 
36, 1954.) When blood pressure must come down, consider Serpasil- 
Apresoline combination tablets. “erpasileApresoline® HCl 
(reserpine-hydralazine HCl CIBA). C [| B A Summit, N.J., 


2/24816K 
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Schedule of Events 


Day 


Friday, March 21 
Saturday, March 22 


Sunday, March 23 


Monday, March 24 


Tuesday, March 25 


Wednesday, March 26 


Thursday, March 27 


Friday, March 28 


GP January 1958 


TENTH ANNUAL SCIENTIFIC ASSEMBLY—DALLAS, TEXAS 


2:00 p.m. 
5:30 P.M. 
9:00 a.m. 
9:00 a.m. 
10:00 a.m. 
2:00 P.M. 
2:30 P.M. 
5:30 p.m. 
8:30 a.m. 


9:00 a.m. 
9:00 A.M. 
12:00 Noon 
1:00 p.m. 
3:00 


EVENING 
8:30 a.m. 


9:00 a.m. 
12:00 NOON 


12:00 NOON 


12:15 p.m. 
3:00 p.m. 
6:30 P.M. 


8:30 P.M. 
8:30 a.m. 


9:00 a.m. 
2:00 P.M. 
3:00 P.M. 
8:00 P.M. 
9:00 P.M. 
8:30 a.m. 
9:00 a.m. 
12:00 Noon 
1:00 p.m. 


Event 


Board of Directors Meeting 
Reference Committee 
Chairmen Breakfast 
Ladies’ Registration 
Registration of Delegates 
Joint Luncheon Meeting: 
Board, Local Arrangements 
Committee and Scientific 
Assembly Committee 
Congress of Delegates Convenes 
Three Reference Committee Hearings 
Reference Committees 
Ladies’ Registration 
Member Registration 
Congress of Delegates 
Ladies’ Garden Fair 
Reference Committees 
Member Registration and 
Ladies’ Registration 
Congress of Delegates 
Ladies’ Registration 
Congress of Delegates Recess 
Scientific Assembly Opens 
Tenth Anniversary Historical 
Film of the Academy 
Chapter Functions 
Member Registration and 
Ladies’ Registration 
Scientific Assembly 
Ladies’ Luncheon and 
Fashion Show 
Children’s Luncheon and 
Entertainment 
Century Club Luncheon 
Mead Johnson Awards 
Delegates’ Reception and Dinner 
(honoring past presidents) 
Dallas Symphony Orchestra 
Member Registration and 
Ladies’ Registration 
Scientific Assembly 
Ladies’ Tea and Book Review 
Ross Awards 
Inauguration Ceremony 
President’s Reception and Dance 
Member Registration 
Scientific Assembly 
Assembly Closes 
Board of Directors Meeting 
Post-Assembly Tour to Mexico 


Place 


Statler Hilton 
Statler Hilton 


Statler Hilton 
Statler Hilton 
Statler Hilton 


Statler Hilton 

Statler Hilton 

Statler Hilton 

Statler Hilton 
Memorial Auditorium 
Statler Hilton 

Fair Park 

Statler Hilton 
Memorial Auditorium 


Statler Hilton 
Statler Hilton 


Memorial Auditorium 
Memorial Auditorium 


Memorial Auditorium 


Memorial Auditorium 
Statler Hilton 


Statler Hilton 


Statler Hilton 
Memorial Auditorium 
Statler Hilton 


Memorial Auditorium 
Memorial Auditorium 


Memorial Auditorium 
Statler Hilton 
Memorial Auditorium 
Statler Hilton 
Statler Hilton 
Memorial Auditorium 
Memorial Auditorium 


Statler Hilton 


| 
7:30 A.M. 
9:00 a.m. 
10:00 a.m. a 
12:00 Noon 
| 
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Now... 
triple 

protection 
for your 
patient 


% 


LANTEEN JELLY 


The preferred LANTEEN diaphragm and jelly 
technique of contraception affords extra benefits to 
patients susceptible to trichomonas reinfestation 
and moniliasis. LANTEEN jelly is not only spermi- 
cidal, but also trichomonastatic and moniliastatic. 
No need to change to condom method. No extra cost. 


LANTEEN contraceptive jelly enables all your patients to use continuously the 
safest conception control method. Even your problem patients do not have to 
interrupt the diaphragm-jelly technique. The evident increase in the incidence 
of moniliasis suggests the use of a contraceptive that has been shown in the 
laboratory to be moniliastatic. Also, LANTEEN jelly’s proven activity against 
trichomonas can aid in preventing reinfection with this organism by the 
male paztner. Write for complete details of LANTEEN’s triple protection. 
NOTE: LANTEEN JELLY IS NOT A TREATMENT FOR CLINICALLY ACTIVE MONILIASIS OR TRICHOMONIASIS 
LANTEEN JELLY CONTAINS RICINOLEIC ACID 0.50%, HEXYLRESORCINOL 0.10%, curonoruymot 0.0077%, 
SODIUM BENZOATE AND CLYCERIN IN A TRACACANTH BASE. DISTRIBUTED BY CEORCE A. BREON & COMPANY, 


1450 sroapway, NEW rorK 18, N.¥. (IN CANADA: B. & A. MARTIN RESEARCH LTD., 20 RIPLEY AVE., 
TORONTO, CANADA) MANUFACTURED BY ESTA MEDICAL LABORATORIES, INC., CHICACO 38, ILLINOIS. 


Prescribe LANTEEN JELLY for comprehensive conception control. 
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ews from the State Chapters 


\capemy Memper Cecil W. Clark of Cameron Parish, 
...a hero during last June’s Hurricane Audrey, was 
ecipient of a special citation and plaque, presented to 
im by Former AAGP President J. S. DeTar during 
w York chapter’s ninth annual scientific meeting 
eld October 21-24 at the Barbizon-Plaza Hotel in 
lew York City. (See cuts.) 

The banquet-presentation honored Dr. Clark for his 
oyalty to duty as he worked around the clock under 
the strain of not knowing whether his wife and children 
vere lost. Three of the Clarks’ five children perished in 


the storm. 

Other special guests at the meeting included Dr. 
John R. Fowler, a past AAGP president; Dr. Herman 
Hilleboe, New York State commissioner of health; Dr. 
Leona Baumgartner, New York City commissioner of 
health; Dr. Floyd Bratt, AAGP director; Dr. Ethan 
Trexler, president of the Pennsylvania chapter; Dr. 
Daniel Rogers, president of the Massachusetts chapter 
and Dr. Richard Chamberlain, president of the New 
Jersey chapter. 

Dr. Seymour Fiske of New York City is the chapter’s 
new president, succeeding Dr. Richard Bellaire. The 
new president-elect is Dr. G. Alexander Galvin of 
Ithaca. Other officers, elected during the congress of 
delegates meeting, are Dr. Louis Bush of Baldwin, vice 
president and Dr. Raymond S. McKeeby of Bingham- 
ton, secretary-treasurer. 

Special welcomes were given by Dr. Thurman B. 


Given, state medical society president and Dr. Philip 
D. Allen, New York County Medical Society president. 

The scientific program was composed of four sym- 
posia: atomic medicine; geriatric problems; disloca- 
tions and fractures and chemotherapy in nervous and 
mental disorders. These were followed by an obstetric 
program. 

Atomic medicine speakers were Drs. Joe W. How- 


land, moderator; Walter T. Murphy, G. V. Taplin, 


George Meneely and I. Phillips Frohman. On the 
geriatric symposium were Drs. Benjamin Boshes, mod- 
erator; Frederic D. Zeman, William Malamud, Albert 
C. England, Jr. and the Hon. George R. Metcalf, New 
York State Senator. 

Drs. James W. Winfield and Milton J. Wilson were 
co-chairmen for the symposium on dislocations and 
fractures. Speakers were Drs. Paul W. Lapidus, Allen 
R. Cantwell, Arthur A. Michele, Samuel $. Cohen and 
T.K. Himmelstein. For the chemotherapy symposium 
Dr. Harold W. Lovell was moderator; speakers were 
Drs. Francis J. Braceland, William Malamud, Ray W. 
Waggoner and J. Gordon Bell. Dr. Gordon W. 
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Hurricane Hero Honored in New York—/ligh point of the New Yerk 
chapter’s annual banquet was the special citation and plaque 
presentation made to Dr. Cecil Clark of Cameron Parish, La., a hero 
from the Hurricane Audrey disaster. Dr. J. S. DeTar, immediate past 
president of the Academy, presided at the presentation. Seated at the | 


head table, left to right, are: Drs. Lovis Bush, chapter vice president; 
Floyd Bratt, AAGP Board member; J. R. Fowler, Academy past 
president; the Reverend Dan Potter, executive secretary, Protestant 
Council, New York City Area; Drs. Herman Hilleboe, com missioner 
of health, State of New York; Academy Member Cecil Clark; 
Drs. Richard Bellaire, retiring chapter president; John $. DeTar, 
AAGP’s immediate past president; Thurman Givan, president, New 
York State Medical Society; Raymond McKeeby, chapter secretary- 
treasurer; Stanley Kenney, past president, New York State Medical 
Society; Seymour Fiske, incoming chapter president and G. Alex 
Galvin, chapter president-elect. 


Many Special Guests — The New York chapter was host to many spe- 
cial guests during its annual meeting. Shown arriving for the 
banquet are Dr. Richard Bellaire, (left to right) retiring chapter 
president; Dr. Rudolph Schaffer, vice president of Southern African 
Medical Association; Dr. and Mrs. Cecil Clark and Past President J. 
S. DeTar. Among those in the background are Drs. Herman Hilleboe, 
New York State commissioner of health and Ethan Trexler, Pennsyl- 
vania chapter president. 


Douglas moderated the final symposium which had as 
participants Drs. Herman W. Rannels, John S. Labate, 
Mortimer D. Speiser, Melvin L. Stone and Arthur M. 
Reich. 

On the final day an alternative program was available 
with a special visit and instruction at either the Institute 
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when confronted with one or more 
symptoms of cow's milk allergy... 
eczema, asthma, persistent rhinitis, 
byperirritability, colic, diarrhea, 
vomiting (pylorospasm), cough, 
nasal stuffiness 


continued feeding of a 
MULL-Soy formula en- 
sures effective therapy and 
sound nutrition 


trial replacement with 
MULL-Soy permits rapid, 
rational, and ‘‘painless” 
diagnosis 


now as easy and pleasant to use as evaporated milk ...in 154 -fl.oz. tins F. 
at all drug outlets. Also available — Powdered, in 1-Ib. tins. 


THE BORDEN COMPANY PRESCRIPTION PRODUCTS DIVISION Or 
350 MADISON AVENUE, NEW YORK 17+MULL-SOY* BREMIL * DRYCO®* BETA LACTOSE ®* KLIM 
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br Rehabilitation Medicine or the Brookhaven Institute 
nd Atomic Research Laboratory. Luncheon was 
rved at both places. 

The 11-day post convention cruise to the Caribbean 
ward the S. S. Kungsholm closed the meeting. 

Next year’s meeting is scheduled for Rochester. 

New officers of the Texas chapter are Drs. G. W. 
leveland of Austin, president; Charles E. Oswalt, Jr. 
if Fort Stockton, president-elect and L. W. Johnson of 

ouston, vice president. Dr. John M. Smith of San 
Antonio was re-elected treasurer. Dr. George V. Launey 
pf Dallas is retiring president. 

Five newly-elected directors are Drs. R. O. Peters of 
‘weetwater, R. L. Homes, Jr. of Phillips, William M. 
Sherrill of Houston, Silas W. Grant of Hillsboro and 
Villiam R. Sibley of Abilene. 

More than 200 physicians attended Georgia chap- 
er’s ninth annual meeting at Augusta’s Bon Air Hotel 
Jctober 23-24. Academy President Malcom E. Phelps, 
h special guest, presented two talks. During the first 
norning’s session Dr. Phelps presented a talk on 
"Activities of the AAGP”, which was presided over by 
thapter President Maurice F. Arnold (see cut). His 
second talk was on “Hypothermia” the following day. 

Presiding during the meeting were Dr. Arnold, 
Hawkinsville; Dr. Sage Harper, Douglas; Dr. Fred H. 
Simonton, Chickamauga and Dr. Ben K. Looper, 
Canton. 

New officers installed at the meeting were Drs. 
Simonton as president, Harper as president-elect, 
Looper as vice president and W. M. Moncrief of Atlanta 
as secretary-treasurer. New delegates are Drs. Thomas 
A. Sappington, Thomaston and alternate, C. M. Tem- 
pleton, Augusta. Directors are Drs. Charles T. Brown, 
Guyton; George R. Dillinger, Thomasville; E. C. 
McMillan, Macon and Hugh B. Cason, Warrenton. 
(See cut.) 

On the scientific program were Drs. William W. 
Waddell, Charlottesville, Va.; Arthur M. Master, New 
York City; David M. Bosworth, New York; R. H. 
Kampmeier, Nashville; John Adriani, New Orleans; 
Russell B. Roth, Erie, Pa.; R. Russell Best, Omaha; 
Floyd R. Skelton, New Orleans; Clyde L. Randall, 
Buffalo, N. Y.; Henry T. Ricketts, Chicago and Dr. 
Phelps. Dr. Sam Patton of Macon moderated a sym- 
posium with Drs, William Hopkins, Atlanta; Raymond 
F. Corpe, Rome and R. H. Kampmeier, Nashville, 

participating. 
> Academy President Malcom E. Phelps of El Reno, 
Okla, addressed members and guests at a luncheon dur- 
ing Arkansas chapter’s tenth annual fall meeting held 
October 16-17 at Little Rock’s Hotel Marion. Doctor 
registration exceeded 200. 
New officers are Drs. C. C. Long of Ozark, president 
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Phelps Gives Two Talks—At Georgia chapter’s annual meeting 
Academy President Malcom Phelps (center) gave two talks, one of 
them on “‘ Activities of the AAGP.”’ Shown at left is Dr. C. M. Temple- 
ton, chairman of local arrangements; on the right is Retiring Chapter 
President Maurice F. Arnold. 


Academy Officer Heads Local Chapter—Dr. Fred Simonton, (fron! 
row, left), is Georgia chapter’s new president. Other new officers are 
Dr. Ben K. Looper, vice president (center) and Dr. Maurice F. Arnold, 
retiring president (right). In the back row are Drs. George Dillinger, 
a director (left to right); W. M. Moncrief, new secretary-treasurer; 
H. 8. Cason, new director and T. A. Sappington, who was re-elected 
an AAGP delegate. 


_and H. W. Thomas of Dermott, president-elect. Retir- 


ing president is Dr. W. A. Snodgrass, Jr. of Little 
Rock. 

Among scientific speakers were Drs. W. D. Snively, 
Jr.; A. Henry Clagett, Jr.; G. E. Bunch; Ray Gifford; 
H. William Clatsworthy, Jr.; Murphy J. St. Romain 
and William H. Requarth. 
> Dr. James D. Murphy of Fort Worth, Tex., speaker 
of the AAGP Congress of Delegates (see cut), was guest 
speaker at the dinner dance held during Arizona chap- 
ter’s fifth annual meeting October 12-13 at Maricopa 
Inn in Mesa. Ninety-four doctors registered for the 
meeting. 

Dr. Frank A. Shallenberger, Jr. of Tucson was 
named president-elect by mail ballot. He will succeed 
the new president, Dr. Walter Brazie of Kingman. Dr. 
Samuel Hale of Phoenix is vice president and Dr. A.V. 
Dudley, Jr. of Tucson is secretary-treasurer. Dr. Alloys 
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To help patients say “No thanks”... 


A STRASIONIC’ RELEASE PRODUCT RESIN 


APPETITE CONTROL or 10-14 hours, due 


to ‘Strasionic’—sustained ionic—release. 


PATIENT 
APPRECIATION 
one capsule once-a-day. 
PREDICTABLE 
WEIGHT LOSS (x Biphetamine capsules wy 
containing a mixture of equal parts of amphetamine and 


dextro amphetamine in the form of a resin complex. ‘ 
Three strengths—Biphetamine 20 mg., 122 mg., 72 mg. 


For Literature and Samples, write S7RASENBURGH 


Originators of ‘Strasionic’ (sustained ionic) release 


R. J. STRASENBURGH CO., ROCHESTER, N. Y., U.S.A. 
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Tallakson of Phoenix, was 
elected to a three-year term 
on the board of directors. 

Dr. V. E. Frazier of Mesa, 
general convention chair- 
man, called the meeting to 
order. He was followed by 
welcoming remarks by Re- 
tiring President Robert A. 
Price of Phoenix. 

Speakers throughout the 
meeting were Drs. Herman 
W. Lipow, W. Albert Brew- 
er, Jack E. Brooks of Phoenix; Karl O. Van Hagen of 
Los Angeles; S. Gilbert Blount, Jr. of Denver; William 
Dock of Palo Alto, Calif. and Robert W. Weber of 
Tucson. 

A luncheon-business meeting was held the first day 
and a golf tournament closed the meeting the final day. 
> Four symposiums, with 14 scientific speakers, at- 
tracted 153 physicians—an increase of 25 per cent in 
attendance over previous years—to Missouri chapter's 
ninth annual meeting held October 30-31 at the Hotel 
Governor in Jefferson City. 

The symposiums—on endocrinology, gastroenterol- 
ogy, chest diseases and heart—had as speakers: Drs. 
Charles P. Bailey, Katharine R. Boucot and William A. 
Sodeman, Philadelphia, Pa.; Eugene M. Bricker, 
Thomas H. Burford, James G. Janney, Jr., Paul Murphy, 
Daniel L. Sexton and Don C. Weir, St. Louis; Thomas 
W. Burns, Columbia, Mo.; E. H. Hashinger, Kansas 
City, Mo.; N. C. Hightower, Temple, Tex.; H. J. 
Moersch, Rochester, Minn. and Marvin H. Pollard, 
Ann Arbor, Mich. (See cut.) 

At the annual president’s installation banquet and 
dance Dr. Charles Martin, retiring president, presented 
lapel pins to the eight chapter past presidents. Incom- 
ing President Richard R. Becker then presented Dr. 
Martin his past president’s pin. (See cu¢.) Dr. Leon Hill 
of Amarillo, Tex., a nationally known humorous 
speaker of distinction, was guest banquet speaker. 

On opening morning, the following were elected and 
installed at the business meeting: Drs. P. V. Siegel. 
Smithton, president-elect; R. R. Becker, Kansas City, 
president and P. C. Hall, St. Louis, vice president. Dr. 
J. H. Trolinger of Jackson was re-elected secretary- 
treasurer. Delegates and alternates are Drs. Ken 
Glover, Mt. Vernon; Morton Eversoll, St. Louis; T. L. 
Dwyer, Mexico and C. G. Leitch, Kansas City. New 
directors are Drs. George Feist, Kansas City; Edson 
Carrier, Kansas City; Walter Gunn, St. Louis and 
Kenneth Knabb, Springfield. (See cut.) 
> Cosponsors of Idaho chapter’s fourth annual sym- 
postum held October 2-5 were the Idaho Division of 


james D. Murphy, M.D. 
Arizona’s Guest Speaker 
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New Show-Me Officers—Vew Missouri chapter officers, installed at 
their annual meeting shown left to right are: Drs. Edson Carrier, 
director; Walter Gunn, director; Norton Eversoll, delegate; P.V. Siegel, 
president-elect; P. C. Hall, vice president; Kenneth Glover, delegate; 
T. L. Dwyer, alternate delegate; George Feist, director and Charles 
Martin, retiring president. 


Chest Disease Panel—Dr. Roscoe L. Pullen of Columbia, Mo., 
moderator of a panel discussion on chest diseases, is shown at the 
podium. Other panelists, seated left to right, are: Drs. Thomas H. 
Burford, St. Louis; Katharine R. Boucot, Philadelphia; Herman J. 
Moersch, Rochester, Minn. and Paul Murphy, Sf. Louis. 


Missouri Past Presidents Receive Pins —All eight chapter past presi- 
dents, including immediate retiring president, Dr. Charles Martin 
(far left) received lapel pins at the annual president's installation 
banquet and dance during Missouri’s annual meeting. Dr. Martin 
made the presentations. Next to him, shown left to right, are: 
Drs. T. L. Dwyer, George Wood, William Wagenback, Kenneth Glover, 
M. B. Casebolt, Robert McElvain, William Shaw and Robert Myers. 
Szated at the head table, left to right, are Mrs. Becker, Dr. R. R. Becker, 
Mrs. Siegel and Dr. P. V. Siegel. 
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Before 
treatment 


A single oral dose of 
Elixophyllin terminates acute 
asthmatic attacks mn minutes 


after 30 min. 


after 15 min. 


after 5 min. 


14% 27% 39° 


. Spielman, D.: Ann. Allergy 15:270, 1957. 


. Kessler, F.: Conn. St. M. J. 21:205, 1957. 


2 
3. Schluger, J. et al.: Am. J. M. Sci. 234:28, 1957. 
4 


. Greenbaum, J.: Ann. Allergy (in press). 


ELIXOPHYLLIN 


Literature on request 


Vital capacity studies on 20 
patients in acute asthmatic 
attack show the prompt and 
progressive increases 
following a single oral dose 
of Elixophyllin.' Severe 
attacks are usually terminated 
in 15-30 minutes, with 
excellent to good response 

in 97 of 108 patients.'2-3.4 


Adult dose in severe attacks is 
a wineglassful (75 cc. or 5 
tablespoonfuls) containing 
400 mg. theophylline in hydro- 
alcoholic solution (alcohol 
20%). Children’s dosage — 
0.375 (¥%) cc. per Ib. body 
weight. 


For day and night relief of 
chronic symptoms of asthma, 
emphysema, etc.: 3 tablespoon- 
fuls on arising, at 3 P.M., and 
on retiring. After two days, 
reduce dosage gradually. 


Detroit 11, Michigan 
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—— he American Cancer Society and the Idaho Heart 


Association. The Twin Falls meeting drew approxi- 
tely 113 doctors. 
At the breakfast-business meeting held the final day, 
Dr. Joseph G. Wilson of Moscow was elected presi- 
ent-elect. Dr. Louis F. Lesser of Boise succeeds Re- 
tiring President H. R. Stowe of Twin Falls. Dr. Joseph 
M. Thomas of Boise is the new secretary-treasurer. 
Drs. Ivan A. Anderson of Filer, Reuben C. Matson 


of Jerome and A. F. Dalley of Rupert were chairmen _ 


during the chapter’s sessions. On the scientific pro- 
gram were Drs. Richard L. Varco of the University of 
Minnesota; Claude W. Barrick of Jefferson Hospital, 
Philadelphia; Milton T. Rees of Idaho Falls; James L. 
Dennis of Oakland, Calif.; Edward H. Hashinger of 
Kansas City, Mo. and Robert S. Smith of Boise. 

Dr. Hashinger presented a banquet address on 
“What Medical Science Is Doing About the Aged and 
Aging.” 

A brunch at the home of Dr. and Mrs. V. Ellis 
Knight of Kimberly was the highlight of the ladies’ 
entertainment program. 


> Dr. Harold Curtis Pickwick of Lisbon was installed 


er | 


as president at New Hampshire chapter’s annual 
meeting held October 23 in Concord. Other new officers 
elected during the annual business meeting were Drs. 
Adrian Marshall of Meredith, president-elect and Regi- 
nald Fuller DeWitt of Plymouth, vice president. Dr. 
William F. Putnam of Lyme was re-elected secretary- 
treasurer. 

A showing of the film “Monganga,” which depicts 
medical practice in the Belgian Congo, initiated events 
at the meeting. 

Speakers on the program, all of Peter Bent Brigham 
Hospital, Boston, were Drs. Joseph Shipp, Eugene 
Robin, Frank Gardner, John Brooks, Joseph Murray 
and T. B. Quigley. Drs. Gardner and Quigley were 
moderators. 

Morning and afternoon sessions were followed by 
discussion periods. 

Wives were guests at the luncheon. 
> Tape recorded heart sounds were available for play- 
back at a heart seminar October 17-18, which was 
jointly sponsored by the Vermont chapter, the Ver- 
mont Heart Association and the University of Vermont 
College of Medicine. The program, held at the college, 
consisted of a postgraduate session in cardiology and 
aseminar on heart sounds and murmurs and congenital 
heart disease. 

Faculty members and two guest lecturers presented 
the program. 
> Children were special guests with the doctors and 
their wives at the luncheon during Red River Valley 
(Oklahoma) chapter’s fourth annual meeting October 
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20 at Lake Murray Lodge in Ardmore. Approximately 
50 doctors and guests attended. 

Presiding officers were Drs. Elmer Ridgeway, jr. of 
Oklahoma City and J. F. Yorke of Madill. 

A color and sound film on the numerous and com- 
plex steps in the manufacture of penicillin was shown, 
followed by Scientific Speakers Carroll M. Pounder and 
Gerald Rogers of the University of Oklahoma. Both 
doctors presented two talks with the aid of illustrative 
slides. 

Special entertainment included horseback and pony 
rides for the ladies and children and outdoor shuffle- 
board. Speed boat rides were taken across Lake Murray 
to Tucker Tower and its museum. 
p> A symposium on medical and surgical emergencies 
was conducted November 20 in Toledo by the Ohie and 
Toledo Lucas County chapters. Drs. E. F. Glow, presi- 
dent of the county chapter and Charles R. Marlowe, 
state chapter president-elect, both of Toledo, were 
moderators. 

Scientific speakers were Drs. Arild E. Hansen, Uni- 
versity of Texas Medical Branch, Galveston; Charles P. 
McCartney, University of Chicago; J. Scott Butter- 
worth, New York University Post-Graduate Medical 
School; Edward J. Beattie, Jr. and William Requarth, 
University of Illinois and Edmund N. Goodman, 
Columbia University. 

State Chapter President Earl C. Van Horn of Cin- 
cinnati was luncheon chairman. 

Social events featured a luncheon and evening re- 
ception for doctors and their wives. Other ladies’ 
entertainment was a morning coffee and a post-luncheon 
demonstration by Mr. George M. Abel, who showed 
floral arrangements for the holidays. 
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Avoids Moutal Choudiiness 


Rautensin (the alseroxylon fraction of 
Rauwolfia) offers simple, safe, effective and 
easy-to-manage therapy for the complex 
problem of hypertension. Rautensin produces 
a gradual and sustained drop in blood pressure 
.-.calms and soothes the anxious patient 
without loss of alertness...slows accelerated 
pulse. Patients on this regimen show marked 
reduction of anxiety with a simultaneous 
increase in intellectual and psychomotor 
efficiency.! 


in hypertension therapy 


With the use of the alseroxylon fraction of 
Rauwolfia, side actions ‘‘...are either 
completely absent or so mild as to be 
inconsequential” and there is “‘...no danger 
of sudden rebound of the blood pressure.” 
Furthermore, alseroxylon was found less 
prone to cause mental depression,* and does 
not usually cause drowsiness. Rautensin is 
purified and therefore free of inert dross 
present in the whole root. 

s oefte, tose W. T. Jr.; Pokorny, C., and Foster, T. L.: J. Kansas M. Soc. 


2. Terman, ca: Wlinois M.J. 3:67, 1957. 
3. Moyer, J. H.; Dennis, E., and Ford, R.: Arch. Int. Med. 96:530, 1955. 


Rautensin’ 


The purified alkaloid complex of Rauwolfia with total therapeutic activity—minimal side effects. 
Each tablet contains 2 mg. purified Rauwolfia serpentina alkaloids (alseroxylon fraction) 


SMITH-DORSEY « Lincoin, Nebraska « A Division of The Wander Company 
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AMA Washington Report 


The AMA Washington Report highlights 

legislative activity of interest to physicians. 

Prepared exclusively for GP by the AMA’s Washington Office, 
this monthly feature presents a running box score 

of important legislative action. 


Two IMPORTANT BILLS of interest to the medical pro- 
fession may be the subject of hearings by the House 
Ways and Means Committee in the session of Congress 
just beginning. One bill which would benefit the indi- 
vidual physician is scheduled for immediate hearings; 
the other bill which is very detrimental to medical 
practice could have hearings shortly thereafter. The 
chances of passage of both bills will be affected by a 
completely extraneous subject, the missiles race. The 
following is a review of the Jenkins-Keogh bills and the 


Forand bill: 


Jenkins-Keogh 
HR. 9, Rep. Thomas A. Jenkins (R.-O.) 
H.R.10, Rep. Eugene J. Keogh (D.-N.Y.) 


Under existing law employees are not required to 
report income money paid into retirement plans in 
their behalf by their employers. On the other hand, a 
self-employed individual may not deduct from his in- 
come tax money he puts aside for his own retirement 
plan. 

These identical bills would permit the self-employed 
doctor or dentist to deduct from his adjusted gross in- 
come for retirement purposes an amount not to exceed 
10 per cent of income from self-employment or $5,000 
annually, whichever is less. The deduction is called a 
“retirement deposit.” The total deductions for retire- 
ment purposes could not exceed $100,000 during the 
taxpayer’s lifetime. 

If during any given year the taxpayer could not 
make a retirement deposit equal to the maximum al- 
lowable in his case, he would be permitted to carry 
over the difference for the next five years. Thus, ifa man 
were allowed a deduction of $1,500 during a given year 
but could only afford a deposit in the amount of $1,000, 
he could the next year make a deposit of $2,000, or for 
the next five years make deposits of $1,600. However, 
under this “carry-over provision” the taxpayer would 
not be able to deduct more than $5,000 in any one 
year. 

In order to qualify for the deduction, the retirement 
deposit would have to be paid into a retirement fund 
operated by a bank or into an insurance company plan 
providing for an annuity, an endowment or life in- 
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surance contract other than a term policy. In the case 
of a life insurance contract, that part of the premium 
attributable to life insurance would not be deductible. 

The bill makes provision for reports to the Bureau 
of Internal Revenue by the banks and insurance vom- 
panies so that tax authorities would be on notice when 
a taxpayer is exercising the tax deduction privilege. 

While the bill contemplates that retirement funds 
will not be payable until age 65, provision is made for a 
withdrawal of these deposits, subject to the paying of a 
tax penalty. 

When payment is made after age 65, the benefits 
from both the deposits and the accumulated interest 
would be treated as regular income and subject to the 
appropriate income tax rate. 

A special provision is included for those self-employed 
who have part-time salaried positions. They would be 
allowed to take advantage of the deduction as long as 
they are not making payments into an employee trust 
fund at their place of employment or benefiting from 
any pension, profit sharing or stock bonus plan of an 
employer. They would be disqualified if they were re- 
ceiving the benefits of a pension plan set up by the 
United States or any agency or territory thereof. 

There is also a special provision for those between 
the ages of 50 and 70. The bill provides that an indi- 
vidual over 50, on January 1, 1957, may increase the 
annual deduction, by one-tenth for each full year of 
age in excess of 50 up to 70. Thus a man, 55 years of 
age, who, because of income, is allowed a deduction of 
$1,500, would be eligible to deduct an additional five 
tenths or 50 per cent of the original $1,500, giving 
him an annual deduction of $2,500. In this particular 
instance, the $5,000 limitation does not apply. 

On January 7, the first day of the new session, the 
House Ways and Means Committee begins hearings on 
general tax legislation including these two bills. The 
Treasury Department, while “sympathetic” and rec- 
ognizing the existing discrimination, has in the past 
opposed these bills because they would result in a loss 
of revenue to the government. The Treasury has esti- 
mated the loss would run as high as $400 million in the 
first year. 

Those who support this legislation point out that 
responsible economists are of the opinion that the 
“loss” would be under $100 million. Further, this 
would not be a complete loss but rather a deferment of 
payment of taxes. The Treasury Department, however, 
defines any reduction in revenue as a “loss.” 

These bills have also been attacked on the basis of 
being rich men’s bills. A study by the Tax Foundation, 
Inc. shows that two-thirds of the beneficiaries have in- 
comes of less than $10,000 per year and that 80 per 
cent of the individuals affected earn less than $20,000. 


211 


| 
2 


q j fay 
In postmenopausal vaginitis 
in vaginal plastic surgery 
tr 
T 
we 
builds vaginal epithelium 


At recent hearings by the Senate’s Small Business 
Commitice on the tax problems of small businessmen, 
favorable consideration was urged for Jenkins-Keogh 
type legislation. A plumbing contractor brought out 
that “Taxes that discriminate against self-employed 
people in favor of employees discourage self-employ- 
ment, self reliance and individual initiative.” An auto- 
mobile dealer stated: “.... enactment of Jenkins- 
Keogh bills would have a most salutary effect. . . (that 
of) fostering an incentive savings plan at a time when 
inflation poses a grave threat.” A retail clothing mer- 
chant pointed out: “It will encourage individual initia- 
tive and thrift.” 


Hospitalization for Social Security Beneficiaries 
HR. 9467, Rep. Aime J. Forand (D.-R.1.) 

This bill contains thrée major revisions to the Social 
Security law. It would: 

(1) Initiate hospital nursing care and surgical pay- 
ments for persons eligible for retirement or survivors 
benefits (but not for those entitled to disability bene- 
fits). 

(2) Increase the tax rate. 

(3) Increase the dollar benefits payable to workers 
eligible for retirement benefits, their dependents and 
survivors. 

The proposed medical benefits would pay the cost of 
hospital care for 60 days a year in semi-private ac- 
commodations, and nursing home care up to a com- 
bined total of 120 days in the 12-month period. It 
would also pay the cost of necessary surgical care. 
Hospital care (except in mental or TB hospitals) could 
be received only in those hospitals which had entered 
into an agreement with the government. 

The beneficiary would have the choice of a surgeon 
provided he was certified by the American Board of 
Surgery or is a member of the American College of 
Surgeons. This restriction would be eliminated in 
emergency cases. Physicians’ fees would be paid under 
negotiated agreements or as prescribed in regulations 
established by the Secretary of HEW. 

Only nursing homes where skilled nursing care 
gould be obtained and which were operated in con- 
hection with a hospital or in which nursing care and 
medical services are prescribed by or performed under 
the general direction of persons licensed to practice 
medicine or surgery would be eligible to participate in 
the program. 

Under the bill, the Secretary would be authorized 
to use private, nonprofit organizations as fiscal agents 
to the extent that the Secretary can “make satis- 
factory arrangements with them and to the extent he 
determines that such utilization will contibute to ef- 
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fective and economical administration of this section.” 

A National Advisory Health Council, composed of 
the Commissioner of Social Security as chairman, and 

eight members appointed by the Secretary (four per- 
sons from hospital and health activity fields and four 
“to represent consumers of hospital, nursing homes 
and surgical services”) shall consult with the HEW 
Secretary on the program. 

Social security retirement or survivors benefits 
would be increased all along the line. For instance, the 
maximum benefit for individuals would be raised from 
$108.50 to $151.80. Family benefits (widow with two 
children under 18) would be increased from a maxi- 
mum of $200 per month to $305. Beneficiaries entitled 
to hospital care would continue to receive the monthly 
cash benefit while hospitalized. 

The social security tax rate would be increased from 
the present 2% per cent to 2% per cent for employers 
and employees, and from 3% per cent to 44% per cent 
for the self-employed, and the earnings base increased 
from the present $4,200 to $6,000. These increases 
would become effective January 1, 1959. Further in- 
creases are provided so that by January 1, 1975, the 
self-employed would pay a tax of 7% per cent of the 
earnings base, or $427.50 per year. 

The American Medical Association has announced 
that it will strongly oppose the Forand Bill. Dr. David 
B. Allman, AMA President, has labelled the proposal 
“clearly socialized medicine for a segment of the Amer- 
ican population.” He said, “enactment would permit 
the federal government to withdraw social security 
taxes on a compulsory basis for almost the entire work- 
ing population and use those taxes to reimburse hos- 
pitals and physicians for services rendered to all per- 
sons eligible to receive old age and survivors benefits. 
The American Medical Association has repeatedly op- 
posed compulsory health insurance and is unequivo- 
cally opposed to this new version.” 

A task force of the AMA Board of Trustees headed 
by Dr. George M. Fister of Ogden, Utah, is making an 
intensive study of the health status of our population 
65 years of age and over. Walter Polner, Ph.D., has 
been assigned to get information on: (1) the extent of 
the problem, (2) incidence of hospitalization and ill- 
ness by age group, (3) the economic resources of per- 
sons affected, (4) the activities and plans of voluntary 
insurers to meet these needs, (5) the extent to which 
public assistance is meeting the need, (6) relative 
status of voluntary groups in caring for the over 65 age 
group as compared to five or ten years ago. 

The answer to these and other questions will be in- 
corporated in the Association’s testimony before Con- 
gress and will be used in the American Medical Asso- 
ciation’s educational efforts. 
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of these committees. 


Democrats 


Harry Flood Byrd of Virginia, 
Chairman 
Robert S. Kerr of Oklahoma 
J. Allen Frear, Jr. of Delaware 
Russel B. Long of Louisiana 
George A. Smathers of Florida 
Clinton P. Anderson 
of New Mexico 


SENATE COMMITTEES 


A substantial amount of health legislation is 
studied by the following key Congressional 
committees. The reports of these committees 
may determine the outcome of an important 
legislative proposal. The GP reader should 


know if his congressmen serve on one or more 


——PUBLISHER 


Finance Committee. Taxation and social security, including such 
medical plans as payments for total and permanent disability ; 
medical care of public assistance recipients; also veterans 
insurance, compensation and pensions. 


Republicans 
Edward Martin 


of Pennsylvania 
John J. Williams of Delaware 
Ralph E. Flanders of Vermont 
George W. Malone of Nevada 
Wallace F. Bennett of Utah 
Frank Carlson of Kansas 
William E. Jenner of Indiana 


Paul H. Douglas of Illinois 
Albert Gore of Tennessee 


labor and Public Welfare Committee. Handles most legislation 
proposing new health programs and changes in existing pro- 
grams; also education, training, vocational rehabilitation, 
readjustment to civilian life and medical and hospital phases of 
veterans benefit programs. Note: In the Senate, responsibility 
for veterans’ bills is divided between the Labor and Public 
Welfare Committee and the Finance Committee. 


Democrats 


Lister Hill of Alabama, 
Chairman 
James E. Murray of Montana 
Matthew M. Neely 
of West Virginia 
John F. Kennedy 
of Massachusetts 
Pat McNamara of Michigan 
Wayne Morse of Oregon 
Strom Thurmond 
of South Carolina 


Republicans 


H. Alexander Smith 

of New Jersey 
Irving M. Ives of New York 
William A. Purtell 

of Connecticut 
Barry Goldwater of Arizona 
Gordon Allott of Colorado 
John Sherman Cooper 

of Kentucky 
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HOUSE COMMITTEES 


Ways and Means Committee. Legislation involving finances and 
taxes, including social security and medical aspects of public 


assistance programs. 


Democrats 


Jere Cooper of Tennessee, 

Chairman 
Wilbur D. Mills of Arkansas 
Noble J. Gregory of Kentucky 
Aime J. Forand 

of Rhode Island 
Herman P. Eberharter 

of Pennsylvania 
Cecil R. King of California 
Thomas J. O’Brien of Illinois 
Hale Boggs of Louisiana 
Eugene J. Keogh of New York 
Burr P. Harrison of Virginia 
Frank M. Karsten of Missouri 
A. S. Herlong, Jr. of Florida 
Eugene J. McCarthy 

of Minnesota 
Frank Ikard of Texas 
Thaddeus M. Machrowicz 

of Michigan 


Republicans 


Daniel A. Reed of New York 
Thomas A. Jenkins of Ohio 
Richard M. Simpson 

of Pennsylvania 
Robert W. Kean 

of New Jersey 
Noah M. Mason of Illinois 
Hal Holmes of Washington 
John W. Byrnes of Wisconsin 
Antoni N. Sadlak 

of Connecticut 
Howard H. Baker 

of Tennessee 
Thomas B. Curtis of Missouri 


Interstate and Foreign Commerce Committee. Handles most legisla- 
tion proposing new health programs and changes in existing 


programs. 


Democrats 


Oren Harris of Arkansas, 

Chairman 
John Bell Williams 

of Mississippi 
Peter F. Mack, Jr. of Illinois 
Kenneth A. Roberts 

of Alabama 
Morgan M. Moulder 

of Missouri 
Harley O. Staggers 

of West Virginia 
Isidore Dollinger of New York 
Walter Rogers of Texas 
Martin Dies of Texas 
Samuel N. Friedel of Maryland 
John J. Flynt, Jr. of Georgia 
Torbert H. Macdonald 

of Massachusetts 
George M. Rhodes 

of Pennsylvania 
John Jarman of Oklahoma 
Leo W. O’Brien of New York 
John E. Moss of California 
John D. Dingell of Michigan 
J. Carlton Loser of Tennessee 


Republicans 


Charles A. Wolverton 
of New Jersey 
Joseph P. O’Hara 
of Minnesota 
Robert Hale of Maine 
John W. Heselton 
of Massachusetts 
John B. Bennett of Michigan 
John V. Beamer of Indiana 
William L. Springer of Illinois 
Alvin R. Bush of Pennsylvania 
Paul F. Schenck of Ohio 
Joseph L. Carrigg 
of Pennsylvania 
Steven B. Derounian of New 
York 
J. Arthur Younger 
of California 
William H. Avery of Kansas 
Bruce Alger of Texas 
Will E. Neal, m.p., 
of West Virginia 
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Look out for the “little” strokes resulting from 
abnormal capillary fragility. Many cerebral 
accidents may be avoided if adequate amounts 
of capillary-protective factors — hesperidin 
complex and ascorbic acid — are provided.' 


Double vision coupled with complaints of 
transitory dizziness, paresthesia, or ataxia points 
to the possibility of a “little” stroke. 

Other indications may include physical weakness, 
mental confusion. Such symptoms usually 

pass quickly but are likely to recur.”* 


Early recognition can gain vital therapeutic time. 
Hesper-C provides hesperidin complex and. 
vitamin C as synergistic support for capillary 
resistance and repair.‘ 


1. Gale, E. T., and Thewlis, M. W.: Geriatrics 8:80, 1953. 
2. Alvarez, W. C.: Geriatrics 10:555, 1955. 3. Conference 
on Cerebral Vascular Disease, American Heart Association, 
Princeton, N. J., January, 1957. 4. Martin, G. J. (Ed.): 
Hesperidin and Ascorbic Acid, New York, S. Karger, 1955. 


Hesper- 


200 me. 
hesperidin complex 
me 


Available: As capsules — and NEW Hesper-C Liquid for your geriatric patients. 
Provides: 100 mg. hesperidin complex plus 100 mg. ascorbic acid per capsule or tea- 
spoonful (5 ml.) of syrup. 

k 6 capsules or teaspoonfuls daily, or more. No toxicity or untoward effects have ever 
been reported even with massive dosage. 


THE NATIONAL DRUG COMPANY 


Philadelphia 44, Pa. We 2724-07 
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